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MILWAUKEE 


MALARIA 

Since 1918, when Wagner-Jauregg,’ in Vienna, and Muhlens and his 
associates,” in Hamburg, began the malaria treatment of neurosyphilis on 
a large scale, this original form of fever therapy has been used exten- 
sively throughout the world. I shall attempt to summarize its present 
status before discussing the newer methods. 

Method of Inoculation—From 2 to 10 cc. of whole blood taken 
from a person suffering with tertian malaria is inoculated into a 
neurosyphilitic patient. Of course, the original inoculation must be 
made from a person who has acquired malaria naturally, but, as such 
material is rare in many parts of the world, most inoculations are 
made from donors who have acquired the disease artificially; these 
inoculations seem to be just as successful whether the blood is taken 
at the time of a paroxysm or during the interval between chills; nor 
does there seem to be any necessity for hesitancy in using the blood 
of persons with dementia paralytica to inoculate persons with tabes or 
cerebrospinal syphilis, since no evidence of superinfection has been 
reported. Also, no attention is usually paid to ascertaining the blood 
group of the donor or the recipient, and no ill effects from this practice 
have so far been noted other than an occasional slight rise in temperature 
a few hours after the inoculation. When the injection is made intra- 
venously, the average period of incubation is five days, with extremes 
of one and seventeen days; when made intramuscularly, the average 
period is nine days, with extremes of four and twenty days, and when 
made subcutaneously, twelve days with extremes of five and _ thirty 
days. The frequency of the successful induction of malaria and its 
therapeutic effect on the paralysis are the same with the three methods 
of injection. In a few cases, owing most probably to recovery from a 
previous attack of malaria, there is failure to “take;” sometimes a 
second attempt is successful. 


‘ 


1. Wagner-Jauregg, J.: Ueber die Einwirkung der Malaria auf die progressive 
Paralyse, Psychiat.-neurol. Wchnschr. 20:132, 1918; 20:251, 1919. 

2. Miihlens, P.; Weygandt, W., and Kirschbaum, W.: Die Behandlung der 
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The use of the quartan parasite is being advocated by some students 
because of the high fever, unaccompanied by severe symptoms, caused 
by this organism; this would probably permit a longer course of malaria 
with greater safety in most cases. In England, the malignant subtertian 
parasite is beginning to be tentatively used in patients who have not 
benefited greatly from a course with one of the benign types, so far 
with a surprisingly low mortality (James, Nicol and Shute *). Another 
method being experimented with (Caldwell*) at the Horton Mental 
Hospital is the transmission of malaria by the bite of several mosquitoes, 
applied in a glass cylinder to the thigh; the average period of incuba- 
tion is fourteen days, with a range of from eleven to eighteen days. 
The advantages of this method would be that it would insure a pure 
infection, eliminate the risk of anaphylactic phenomena and reduce 
the chances of successful litigation arising from the injection of syphilitic 
blood ; its outstanding disadvantage is that special laboratories for breed- 
ing, feeding and infecting would be necessary, since the mosquito 
cannot transmit the disease from one person with dementia paralytica 
to another with the same disease. 

The organism does not seem to lose its power no matter how 
many passages are made. By the use of a 5 per cent solution of 
sodium citrate to which has been added 0.2 cc. of a 50 per cent solu- 
tion of dextrose, and into which 20 cc. of defibrinated (by agitation) 
malarial blood is injected, O’Leary’s® strain at the Mayo Clinic was 


transported from Rochester, Minn., to Los Angeles and to Portland, 
Ore., and successful inoculations were made seventy-two hours after 
the blood was drawn. It is transported in vacuum bottles at body 


temperature. 


Course of the Malaria—The paroxysms do not occur with the pre- 
cise regularity which characterizes the naturally acquired disease, but 
the chill, headache, vomiting, dyspnea and pains in the back and legs 
may be alarmingly violent. Cyanosis with a hard small pulse rate, a 
rapid rise of blood pressure, incontinence, delirium and even con- 
vulsions are not infrequent symptoms; with the beginning of the sweat, 
the temperature falls, and the patient is comfortable in a few hours. 
The spleen is usually palpable within ten days and may become very 
large; spontaneous rupture of the organ is certainly a more frequent 
complication than in natural malaria. Enlargement of the spleen, with 


3. James, S. P.; Nicol, W. D., and Shute, P. G.: Experimentally Produced 
Malaria, Lancet 1:1061, 1932. 

4. Caldwell, W. A.: General Paralysis: Report on 579 Cases Treated by 
Malaria in the London County Mental Hospitals, London County Council Report 
No. 2821, 1931. 

5. O'Leary, P. A.: Treatment of Neurosyphilis by Malaria, J. A. M. A 
89:95 (July 9) 1927. 
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collapse, a tender abdomen and signs of hemorrhage, calls for immediate 
surgical intervention. Driver and co-workers ° listed the following indi- 
cations for the prompt termination of the malaria infection: (a) 
increase of urea to 70 mg. or over per hundred cubic centimeters of 
blood, with or without other signs of renal disease; (>) a systolic 
blood pressure below 95 mm. during the interval between chills; (c) 
severe icterus with an index above 50; (d) a red blood cell count below 
2,000,000; (¢) progressive rapid anemia associated with a spontaneous 
cessation of chills and (f) profuse diarrhea accompanied by vomiting 
and dehydration. As was to be expected, cases of congenital malaria 
following the inoculation therapy are beginning to be reported ; the eftect 
of the disease and the subsequent course of quinine on the pregnant 
woman is not yet definitely determined, though perhaps most observers 
believe that abortion is the exception and not the rule. 

The foregoing observations mean, of course, that as yet the treat- 
ment should be attempted only in institutions thoroughly equipped in 
the details of both materials and a trained staff. The average mortality 
is from 10 to 14 per cent. 

Termination of the Malaria.—It has been the general practice to 
allow the patient to experience from twelve to sixteen chills, though 
Wagner-Jauregg, according to Wile and Davenport,’ now favors eight 
as the optimum; termination of the malaria is then effected by the 
use of quinine. This artificial form of the disease succumbs with 
surprising ease to the drug; 10 grains (0.6 Gm) of quinine sulphate 
three times daily for three days, followed by 5 grains (0.3 Gm.) three 
times daily for four more days (or 10 grains once a day for ten days), 
practically always suffices, though the use of quinine should be con- 
tinued if the blood continues to show the presence of plasmodia. In 


patients whose strength is not great, it is sometimes possible to check 
the course of the disease for a few days by a single dose of from 2 


to 5 grains (0.12 to 0.3 Gm.), thus allowing for a marshaling of 


forces to withstand the subsequent paroxysms—to gage the dosage 
just right and not stop the chills permanently is difficult. In patients 
who have experienced a satisfactory malarial bout but who have not 
shown as much clinical improvement as was hoped for, the attempt 
to reinoculate usually fails. In cases in which the disease is clinically 
spontaneously aborted, that is to say, cases in which the chills and fever 
disappear too soon while the plasmodia are still retained in the blood 


6. Driver, J. R.; Gammel, J. A., and Karnosh, L. J.: Malaria Treatment of 
Central Nervous System Syphilis, J. A. M. A. 87:1821 (Nov. 24) 1926. 

7. Wile, U. J., and Davenport, K. M.: Malaria Therapy of Neurosyphilis 
Other than Uncomplicated Dementia Paralytica, J. A. M. A. 97:1579 (Nov. 28) 
1931. 
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stream, the intramuscular injection of whole milk, typhoid vaccine or 
plasmodia-free whole blood, or the intravenous injection of from 2 to 
3 cc. of malarial blood, will often provoke a return of the chills and 
fever within twenty-four hours. In England, according to James,* 
of the important modifications of the technic now being practiced is to 
allow the disease to continue, modified by quinine if necessary, until 
the patient acquires a tolerance for the parasite and the symptoms are not 
marked. This is based on the assumption that the curative action of 
malaria is chiefly dependent on the presence of the parasites and their 
toxins in the body and not on the fever alone; it will be of great interest 
to watch for comparisons of results obtained thus with those obtained 
from the universally used method of sharply terminating the attack, 


one 


Status of Malaria Treatment of Dementia Paralytica at the End of the Year 1932 








Greatly Moderately 
Improved Improved 
(Full (Incomplete 
Remissions) Rem_ssions 
Driver, Gammel! and Karnosh (total cases in summary 
8 Re ere ere ar ; 2,515 635 
Caldwell (England)* 579 : 14 
Ebaugh (Denver): Discussion on O'Leary and Brun- 
sting =5 
Haskins (New York): Psychiat. Quart. 5: 733, a 
Bennet, Polozker and Altshuler (Detroit): Michigan 
FF > & Soar 
(Leary and Brunsting (Mayo Clinie)*° 
Dattner (Germany): Klin. Wehnschr. 7 : 921, 
Neymann and Koenig (Chicago)2*. . 
Jonnson and Jefferson (Colorado): J. Nerv. & Ment. 
Dis. TBs: 405, 1% 


OOF 


particularly as Bunker’s® finding that patients having the highest 
temperatures showed the greatest improvement could not be sub- 
stantiated by Calcwell* in a careful review of 579 cases. 

Relapses of the malaria occur rarely. 

Results of Malaria Therapy—(a) Dementia Paralytica: Driver, 
Gammel and Karnosh,* in the United States, published a summary of 
the results of malaria treatment of dementia paralytica, as reported 
in the literature prior to April 1, 1926; I have added the principal 
reports up to the end of 1932. 

By full remission is usually meant the return to an economic status 
practically equal to that enjoved before the onset of the dementia 

8. James, S. P.: Sur le traitement de la paralysie générale par la malaria 
en Angleterre et dans le Pays de Galles, Bull. Office internat. dhyg. pub. 23:1423, 
1931. 

9. Bunker, H. A.. JIr.: Recent Methods in Treatment of General Paralysis: 
Brief Survey, Am. J. Psychiat. 8:681, 1929. 
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paralytica, and the maintenance of such a status up to the time of the 
authors’ report; by incomplete remission, the return to some sort of 
economic and social status, though lower than that previously enjoyed. 
In the table, the number of cases in which complete or incomplete 
remission was obtained is 40 per cent of the total, and is about equally 
distributed between the two groups; but | doubt if this distribution 
represents the true state of affairs, since an examination of the more 
recent reports—from Caldwell on to the end of the table—indicates 
that the majority of the observers are obtaining complete remission 
in 30 per cent or more of their patients. I think that one may say 
that 30 per cent of the patients with dementia paralytica have been 
“cured’”—if one may dare as yet to use the word. Granting that spon- 
taneous remissions occur in 10 per cent of the patients, this means that 
the chance of a complete recovery so far as economic status is concerned 
has been about trebled by the advent of malaria therapy. 

The cerebrospinal fluid improves after malaria, sometimes becoming 
completely normal. In Nicole and Fitzgerald’s '° studies, this serologic 
improvement, which was most marked on an average four or more years 
after the beginning of treatment, bore no relation to the clinical condition. 


(b) Other Types of Neurosyphilis: A number of reports from 
various countries have appeared in the literature, showing unequivocally 
that malaria therapy is of great value in types of neurosyphilis other 
than dementia paralytica. The study of Wile and Davenport * is typical 
and comprehensive. In a large percentage of their 96 patients immediate 
improvement was noted: (a) Fifty-three per cent of patients with 
tabes showed immediate improvement amounting in many instances 
to complete symptomatic remission; later observation increased the 
group to 67 per cent; there was one relapse. (>) In dementia paralytica 
plus tabes, 40 per cent immediate improvement was later increased to 
67 per cent; in 13 per cent the condition was arrested, and 13 per 
cent of the patients became worse. (c) In diffuse neurosyphilis com- 


plicating secondary syphilis and in later occurring diffuse neurosyphilis 
excellent immediate and lasting results were also obtained. Serologic 
reversal occurred more often in the spinal fluid than in the blood. 


In O’Leary’s '' series of 58 persons with asymptomatic neurosyphilis, 
who had undergone intensive treatment with drugs, complete return 
of the spinal fluid to normal was accomplished in 34 per cent, and the 
fluid was greatly improved in 14 per cent. 


10. Nicole, J. E., and Fitzgerald, E. J.: Serologic Results in Malarially Treated 
General Paralysis, Am. J. Syph. 15:496, 1931. 

11. O’Leary, P. A.: Treatment by Malaria in Asymptomatic Neurosyphilis, 
J. A. M. A. 97:1585 (Nov. 28) 1931. 





314 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Postmalarial Treatment.—The best results with malaria therapy have 
followed in those cases in which treatment with all the antisyphilitic 
drugs was resumed and persisted in immediately following the termina- 
tion of the malaria. 


Modus Operandi.—W agner-Jauregg’s pioneer endeavors were purely 
empirical, and, indeed, the work has remained on that unsatisfactory 


basis until recently. In the period from 1925 to 1927, the studies of 
Gerstmann,'? and Straussler and Koskinas '* and Freeman '* gave at 
least a morphologic foundation for the improvement observed clinically. 
It seems that the inflammatory exudate in the meninges and about the 
blood vessels undergoes organization, that the exudates are resorbed and 
regression of glia and vascular tissue takes place, and that, finally, there 
is reconstruction of the architecture of the cortex. The histologic 
observations of Bahr and Breutsch ** indicate that the high temperature 
stimulates a phagocytic attack of the reticulo-endothelial system on the 
spirochetes. Of theories, unsubstantiated, there are plenty. 


RELAPSING FEVER AND RAT-BITE FEVER 
The spirochete of relapsing fever was used instead of the malaria par- 
asite by Muhlens, Weygandt and Kirschbaum,’ Plaut and Steiner ** and 


s ’ 


more recently, by Sagel,’* Marie ** and Claude and Coste.'* It is much 
less reliably effective than malaria therapy. According to Gerstmann *° 
and others, the infection is sometimes prolonged over several months and 
cannot be checked as quickly with arsphenamine as can malaria with 


quinine. The disease is hard to transmit, and has to be passed through 


12. Gerstmann, J.: Die Malariabehandlung der progressiven Paralyse, Vienna, 
Julius Springer, 1925. 

13. Straussler, E., and Koskinas, G.: Weitere Untersuchungen tiber den Einfluss 
der Malariabehandlung der progressiven Paralyse auf den histopathologischen 
Prozess, Ztschr. f. Neurol. u. Psychiat. 97:176, 1925. 

14. Freeman, W.: Malaria Treatment of General Paralysis, J. A. M. A. 88: 1064 
(Oct. 15) 1927. 

15. Bahr, M., and Breutsch, W. L.: Exhibition Section, American Social! 
Hygiene Association, Exhibition, A. M. A., Portland, 1929. 

16. Plaut, F., and Steiner, G.: Recurrensinfectionen bei Paralytikern, Ztschr. 
f. Neurol. u. Psychiat. 53:103, 1920. 

17. Sagel, W.: Neunjahrige Erfahrungen mit Recurrensfieberbehandlung der 
fortschreitenden Hirnlahmung in der Staatlichen Heil- und Pfleganstalt Arnsdorf, 
i. S.. Ztschr. f. Neurol. u. Psychiat. 137:11, 1931. 

18. Marie, A.: La récurrento-thérapie de la paralysie générale, Arch. internat. 
de neurol. 75:229 and 313, 1931; Sur quelques applications de la récurrente a la 
p. g.. Bull. Acad. de méd., Paris 106:248, 1931. 

19. Claude, H., and Coste, F.: Reécurrentothérapie dans les syphilis nerveuses 
et les psychoses, Bull. Acad. de méd., Paris 106:266, 1931. 
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mice, which causes further difficulties. Solomon and co-workers *° also 
proposed the use of rat-bite fever (sodoku), but it is apparent from the 
studies of Hershfield and co-workers *! and of Neymann and Koenig ** 
that the therapy is not nearly so effective as malaria therapy, that grave 
intercurrent effects may develop, and that the remissions that occur 
are often short-lived. 

NONSPECIFIC PROTEINS 

In 1927, Kunde, Hall and Gerty,** in the United States, reported 
on the use of mixed typhoid-paratyphoid vaccine for the production of 
therapeutic pyrexia in neurosyphilis. Their results (twenty-one good 
remissions in 49 unselected cases of dementia paralytica) are promising 
when one remembers that this type of treatment is free from the 
objectionable feature of the deliberate inoculation of patients with a 
disease-producing organism. Schelm,** ©’Leary and Brunsting,*® and 
Nelson ** also reported favorable results. 

Method.—The vaccine is diluted with physiologic solution of sodium 
chloride so that each cubic centimeter of the dilution contains 
200,000,000 dead bacilli. The injections are given intravenously every 
second or third day, a course consisting of from eighteen to twenty- 
four injections sufficient in quantity to produce a chill followed by fever 
with a fastigium of 103 to 104 F. (by rectum). The initial dose is 
usually 50,000,000 dead bacilli, and subsequent increments of 100,000,- 
000 usually suffice to elicit the desired effect, so.that at the eighteenth 
injection the patient receives 1,850,000,000; however, individual dif- 
ferences in reaction are marked, and each patient will have to be carefully 
studied in order to determine the amount of increase necessary in each 
dose. The course is usually repeated once after a two months’ interval, 
and the same reactions are obtained. 


20. Solomon, H. C.; Berk, A.; Theiler, M., and Clay, C. L.: The Use of 
Sodoku in the Treatment of General Paralysis, Arch. Int. Med. 38:391 ( Sept.) 
1926. 

21. Hershfield, A. S.;: Kibler, O. A.: Colby, S.; Koenig, M. T.; Schmid, O. W., 
and Saunders, A. M.: Sodoku Treatment in Paresis: Preliminary Report on 
Seventy-Two Cases, J. A. M. A. 92:772 (March 9) 1929. 

22. Neymann, C. A., and Koenig, M. T.: Treatment of Dementia Paralytica: 
Comparative Therapeutic Results with Malaria, Rat-Bite Fever and Diathermy, 
J. A. M. A. 96:1858 (May 30) 1931. 

23. Kunde, M. M.; Hall, G. W., and Gerty, F. J.: General Paralysis: The 
Effect of Non-Specific Protein Therapy on the Blood and Spinal Fluid, J. A. M. A. 
$9:1304 (Oct. 15) 1927. 

24. Schelm, G. W.: Typhoid Vaccine in Treatment of General Paralysis, U. S. 
Vet. Bur. M. Bull. 6:544, 1930. 

25. O'Leary, P. A., and Brunsting, L. A.: Nonspecific Treatment of Neuro- 
syphilis: Fifth Annual Report, J. A. M. A. 94:452 (Feb. 15) 1930. 

26. Nelson, M. O.: Improved Method of Protein Fever Treatment in Neuro- 
syphilis, Am. J. Syph. 15:185, 1931. 
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Typical Reaction—(a) The blood pressure rises within half an 
hour to a maximum at the time of the chill, then falls below normal, 
and returns to normal within twenty-four hours. () The first chill 
(there may be from one to three) occurs between two and three hours 
after injection; if it lasts longer than twenty minutes cardiac collapse 
may occur, though as long as the blood pressure remains high there is 
no danger. (c) The average duration of the maximum temperature 
with early injections is one and one-half hours, beginning thirty minutes 
after the infection; early in the course the average time the temperature 
is above normal is from eight to ten hours; it is elevated later from 
four to five hours. (d) Nausea and vomiting occur after the chill in 
most patients. (¢) Pains in the back and headache develop, controllable 
with sodium salicylate or acetylsalicylic acid. (f) Sometimes there is 
excitement, controllable with paraldehyde or barbital. (g) There is a 
rise in blood sugar after each injection; leukopenia develops followed 
by leukocytosis, a return to normal occurring the day after the injection. 
(i) Often a secondary rise of temperature occurs on the day following 
treatment. 

Decidedly, I think that this is the fever therapy method of choice 
for the average general practitioner, even though the remissions are 
perhaps not so frequent, so lasting or so complete as with the much 
more complex malaria therapy. It would seem that the mortality directly 
due to this treatment is about 2 per cent, though the number of cases 
is still too small to make this estimate much more than a guess. Absolute 
contraindications, according to Kemp and Stokes,** are myocardial and 
advanced cardiovascular disease; in arteriosclerosis, pulmonary disease 
and marked grades of focal infection, one must be very careful. 

Nelson ** successfully produced temperatures of from 105 to 107 F. 
by giving a second injection at the height of the fever. 


DIATHERMY, ELECTRIC BLANKET, HOT BATHS AND HOT AIR 


° 


Neymann and Osborne,** Neymann and Koenig,”* Perkins *® and 
others reported on the successful treatment of dementia paralytica with 
diathermy. Apparently there are no contraindications to the employment 
of this method, except acute arthritic and pelvic infections and peptic 
ulcer with a tendency toward bleeding, and if these early reports are 
confirmed it will probably replace malaria therapy in institutions, since 


5 , 


it seems to produce an even larger number of remissions, even among 


27. Kemp, J. E.. and Stokes, J. H.: Fever Induced by Bacterial Proteins in 
Treatment of Syphilis: Observations in Sixty-Five Cases, J. A. M. A. 92:1737 
(May 25) 1929. 

28. Neymann, C. A., and Osborne, S. L.: Treatment of Dementia Paralytica 
with Hyperpyrexia Produced by Diathermy, J. A. M. A. 96:7 (Jan. 3) 1931. 

29. Perkins, C. T.: Hyperthermia in Dementia Paralytica: Blood Chemistry 
Studies, New England J. Med. 205:374, 1931. 
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the repressive types that are much more resistant to malaria than the 
expansive patients. The successful treatment depends on certain 
mechanical factors necessary to produce and to maintain an elevation 
of temperature and to prevent burns. The prime requisites are properly 
constructed electrodes, and a machine powerful enough to give sufficient 
energy and proper insulation of the patient—things which obviously 
call for the services of an expert physical therapeutist. The technic 1s 
changing as the method develops, but Neymann and his associates,*® 
who have had probably the most extensive experience, gave from six 
to forty-nine treatments, the average being fifteen; they considered a 
temperature above 103.5 F. for at least five hours as optimal. Wilgus 
and Lurie *' assert that the electric blanket is the simplest and safest 
fever-producing agent, and they propose to substitute it for diathermy 
in their future work at the Illinois State Psychopathic Institute. 
Mehrtens and Pouppirt ** employed hot baths, but gave up the method 
when they found that it was even more complicated than malaria 
treatment, as it required greater cooperation from the patient; the hot 
air method of Kahler and Knollmayer “* has the same disadvantage. 


SULPHUR 


There are many clinical reports available on the use of sulphur 
for the production of fever since it was introduced for this purpose 


by Schroeder in 1927 (Marcuse and Kallmann,** Harris,®° Patterson 
and Switzer,** Winkler,** McCowan and Northcote,** Read,*® Mackay,*® 


30. Neymann and Koenig.22. Neymann and Osborne.28 

31. Wilgus, S. D., and Lurie, L.: Fever Treatment of Paresis by Means of 
Diathermy Current and Electric Blanket, Illinois M. J. 60:341, 1931. 

32. Mehrtens, H. G., and Pouppirt, P. S.: Hyperpyrexia Produced by Baths: 
Its Effect on Certain Diseases of the Nervous System, Arch. Neurol. & Psychiat. 
22:700 (Oct.) 1929. 

33. Kahler, H., and Knollmayer, F.: Ueber die Anwendung von kiinstlicher 
Hyperthermie als Ersatzmittel der experimentellen Fiebertherapie; vorlaiifige 
Mitteilung, Wien. klin. Wchnschr. 42:1342, 1929. 

34. Marcuse, H., and Kallmann, F.: Zur Sulfosinbehandlung der Paralyse und 
Schizophrenie, Nervenarzt 2:149, 1929. 

35. Harris, N. G.: Treatment of General Paralysis of Insane by Injections of 
Sulphur, Lancet 1:1068, 1930. 

36. Patterson, W. G., and Switzer, S. R. L.: Sulfosin Therapy in General 
Paralysis of Insane, Lancet 2:348, 1930. 

37. Winkler, L.: Ueber Schwefeltherapie der Optikusatrophie, Wien. klin. 
Wehnschr, 41:374, 1928. 

38. McCowan, P. K., and Northcote, M. L. M.: Sulphur Therapy in the 
Psychoses, Lancet 2:237, 1932. 

39. Read, C. F.: Sulphur in Fever Treatment of Paresis, Illinois M. J. 59:21, 
1931. 

40. Mackay, R. P.: Use of Sulphur for Production of Fever, Arch. Neurol. & 
Psychiat. 26:102 (July) 1931. 
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Schlesinger,*' Laptain ** and Power **). From 1 to 2 ce. of a 1 to 2 per 
cent solution of sublimated sulphur in olive oil is injected into the lateral 
aspect of the thigh (beneath the fascia lata to avoid severe local reaction ), 
every four or five days, each dose being increased by 1 cc. until ten injec- 
tions have been given. The temperature rises to 103 and 105 F. after from 
six to eighteen hours, falls several degrees within three or four hours, 
and rises several times again within the next day or two; the result is 
a significant elevation of temperature for longer perhaps than with any 
of the other methods. As with typhoid vaccine therapy, however, the 
optimum dosage has to be determined for each patient. Chills or even 
chilliness rarely occurs. The respiratory rate is little affected, and the 
pulse rate is variable, though there is usually a definite rise. Neither 
the blood pressure nor the vasomotor or diaphoretic responses are 
marked; some patients, however, are made quite uncomfortable by 
the local reaction. Leukocytosis occurs promptly after all injections. 
Considerable weight is lost by most patients during the course of 
treatment. 

The results with this type of therapy are good, and I should say 
that equally with typhoid inoculations it is the method of choice for 
the average general practitioner. 


SUMMARY 


1. Among all methods of inducing fever in the treatment of dementia 


paralytica, the induction of tertian malaria by direct injection of blood 


from an infected person remains the method still most employed in 
institutions. 

2. The use of quartan and subtertian (malignant) malarial infections 
is being experimented with successfully, especially the latter in persons 
who have not responded favorably to inoculation with the tertian 
parasite. 

3. In England, the transmission of the various types of malaria 
by the bite of mosquitoes is being successfully accomplished, but the 
method necessitates special infecting laboratories for the mosquitoes. 
since induced malaria cannot be transmitted by the mosquito from one 
person with dementia paralytica to another with that condition. 

4. Statistical compilations show that the patients’ chance of a com- 
plete recovery through malaria therapy is about 20 per cent, but analysis 
of the figures indicates that for recently treated patients 30 per cent 
would perhaps be nearer the truth. 


41. Schlesinger, H.: Erweiterung der Indikationen fiir die Schwefeltherapie bei 
inneren Krankungen, Miinchen. med. Wchnschr. 78:1300, 1931. 

42. Laptain, J. H. R.: Pyrexial Treatment of G. P. I. with Sulfosin, Lancet 
1:635, 1931. 

43. Power, T. D.: 
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5. In tabes and in diffuse neurosyphilis, immediate and marked 
improvement (sometimes as far as complete symptomatic remission ) 
is accomplished by malaria therapy; in individual reports such cases 
have made up from 40 to 60 per cent of the total cases in which treat- 
ment has been given. In late asymptomatic neurosyphilis, marked 


improvement in the spinal fluid is often brought about by malaria 


therapy, sometimes so far as complete reversal of the reaction to 
negative. 

6. Relapsing fever and rat-bite fever are both inferior to malaria 
for inducing fever in persons with neurosyphilis. 

7. The use of typhoid-paratyphoid vaccine for the production of 
fever through nonspecific protein effects is probably one of the two 
methods of choice for the fever treatment of neurosyphilis by the 
practitioner outside an institution. 

8. The use of sulphur for the induction of fever is probably the 
second method of choice for such a practitioner. 

9, Diathermy and related physical therapeutic methods of inducing 
fever are apparently very effective in the treatment of neurosyphilis 
and are replacing malaria therapy in selected institutions, but they 
will probably always be somewhat restricted in their usefulness because 
of the necessity of having trained physical therapeutists preside over 
the treatments at all times. 
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Within the past few years a number of bismuth preparations have 
been placed at our disposal. The ever increasing number and variety 
of compounds have confused the physician to such an extent that he is 
unable properly to appraise their value and to choose correctly the one 
that is best adapted to his particular case. Shall he use a soluble com- 


pound, an insoluble one or one containing both a soluble and an insoluble 


salt? Is the intramuscular route preferable to all others? How do 
these various compounds affect the human organism?’ It was with 
these problems in view that we undertook this investigation in an effort 
to clarify the situation. 

We have attempted to study the effect of bismuth preparations on 
the (1) resolution of cutaneous lesions, (2) hepatic and renal functions, 
(3) blood pressure, (4+) hemoglobin and red blood cells, (5) Wasser- 
mann reaction of the blood, (6) disappearance of spirochetes from open 
lesions and (7) complications occurring during treatment. 

The following six preparations used in this work were chosen at 
random and purchased on the open market. They cover the entire field ; 
every known type is included. For intramuscular use, insoluble oil) 
suspensions, a water-soluble compound, an oil-soluble compound and a 
preparation containing both a soluble and an insoluble salt were 
employed. 

Bismuth sodium tartrate (Searle): water-soluble; 2 cc. contains 22 mg. of 
metallic bismuth; dose, 2 cc. intramuscularly twice weekly for twenty injections : 
total bismuth element per course, 440 mg. 

Bismo-cymol (D. R. L.): a bismuth derivative of campho-carboxylic acid: a 
solution in olive oil; 2 cc. contains 100 mg. of metallic bismuth: dose. 2 cc. intra- 
muscularly once weekly for fifteen injections; total bismuth element per course, 
1,500 mg. 


From the Department of Dermatology and Syphilis and the Pathological 
Laboratory, Harlem Hospital. 
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Bismuth salicylate in oily suspension: 2 cc. contains 100 mg. of metallic bis- 

muth; dose, 3 cc. intramuscularly once weekly for fifteen injections; total bismuth 
clement per course, 1,500 mg. 

Quinine bismuth iodide in oily suspension: 3 cc. contains 71 mg. of metallic bis- 
muth; dose, 3 cc. intramuscularly once weekly for fifteen injections; total bismuth 
element per course, 1,065 mg. 

Tartro-quiniobine (Homburg) : a preparation containing a water-soluble potas- 
sium sodium bismuth tartrate and an insoluble bismuth quinine iodide, finely sus- 
pended in oil; 2 cc. contains 53 mg. of metallic bismuth; dose, 2 cc. intramuscularly 
twice weekly for twenty injections; total bismuth element per course, 1,060 mg. 

Bismuth tartrate: water-soluble; 5 cc. contains 30 mg. of metallic bismuth; 
dose, 5 cc. intravenously twice weekly for twenty injections; total bismuth element 
per course, 600 mg. 


The foregoing descriptions of the various products were taken from 


the pamphlets issued by the manufacturers. 

The following routine was adopted. Whenever a diagnosis of 
cutaneous syphilis was made, blood was withdrawn for the determi- 
nation of the Wassermann reaction, urea nitrogen, icterus index and 
qualitative van den Bergh tests. A specimen of urine was obtained for 
the detection of casts. One cubic centimeter of a standardized phenol- 
sulphonphthalein solution (6 mg. per cubic centimeter) was injected into 
the deltoid muscle, and the urine was collected for the next two hours 
and ten minutes. During this interval, the red cell count and the hemo- 
globin percentage were obtained. The patient then received an injection 
of a bismuth preparation. After he had rested for about an hour, the 
blood pressure was taken. Injections were given once or twice weekly 
as indicated. The tests were repeated one week after completion of 
half of the treatment and one week after the patient had received the 
full course of injections. 

In many instances it was impossible to impress the patient as 
regards the need for regular attendance at the clinic. Of the 286 
patients, only 141, or 49 per cent, completed the prescribed course of 
treatment. 

CUTANEOUS LESIONS 

A favorable result in any given pathologic area is not dependent so 
much on the amount of bismuth present as on the ability of the bismuth 
ion to dissociate itself and combine with the organism to cause its 
destruction. In other words, a small dose is just as effective as a larger 
one, provided the ionization of the bismuth molecule is of sufficient 
extent. Furthermore, if the spirochetes become inactivated or biologi- 
cally modified as the result of the local production of antibodies, a 
favorable result is obtained regardless of the type of bismuth compound 
injected. Likewise, if an estimation of the spirocheticidal value of a 
drug is made from its effect on a cutaneous lesion, the size and state of 
activity of the lesion must be taken into consideration; the larger and 
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the more active it is, the longer will it take to resolve, irrespective of the 
tvpe of compound injected. 

Subjective symptoms, such as nausea, weakness, headache, fever, 
pains in the joints and sore throat, are relieved before there is any 
evidence of improvement in the cutaneous lesions. This response may 
be seen within the first twenty-four hours after the use of either a 
soluble or an insoluble product. Despite this subjective improvement, 
new lesions may continue to appear. 

The effect of the different types of bismuth salts on cutaneous lesions 
did not vary considerably despite the fact that the dosage and types of 
preparations varied widely. No one can state with certainty the time at 
which a lesion will begin to improve or the period required for com- 
plete healing. The degree of local immunity and the spirochetal resis- 
tance will affect the ultimate result. If a lesion is in a stage of activity 
and without evidence of beginning resolution, the period of time that 
it has existed has no direct bearing on the quickness of a therapeutic 


response, all other factors remaining constant. In other words, a lesion 


that has been present only one week may disappear sooner than an 
eruption of a few weeks’ duration. If a syphilid is showing evidences 
of beginning resolution, it will naturally disappear sooner because the 
local specific antibodies are already engaged in the process of destroying 
the spirochetes. 

Cutaneous lesions begin to improve within the first week: in a 
minority of cases improvement may be delayed a few more days or even 
a week. This applies as well to patients receiving soluble bismuth 
salts. As a rule, soluble compounds improve lesions sooner, but the 
difference is slight, a matter of a few days at the most; in some cases 
the results are just as good with the lipoid suspensions. If an eruption 
does not improve within the first week, the spirochetes in that particular 
case are of more than average resistance. All bismuth preparations, 
irrespective of the dose or the type, effect a complete healing of 
cutaneous lesions in from two to six weeks with exception of the 
ulcerative gummas. In a small percentage of secondary syphilids, as 
long a period as from eight to ten weeks is necessary to accomplish 
this result, even in the presence of a soluble compound. Gummatous 
ulcers of the skin require more time for complete resolution ; the average 
period is from nine to fifteen weeks. In a small type of lesion this 
may be accomplished in four or five weeks, but if the ulceration is deep 
and of large size, 1t may not heal completely even when a full course 
of treatment is given. Lesions of the buccal mucosa heal much more 
readily than those of the skin. 

Of the soluble salts, sodium bismuth tartrate appears to be the most 
effective in causing the lesions to resolve. if its comparatively small 
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dosage is taken into consideration. Of the two insoluble preparations, 
bismuth salicylate in oily suspension is the more efficient. 

If the tissues are incapable of producing a satisfactory immunologic 
response, and if the spirochete is of a resistant type, complete resolution 
of a secondary syphilid may not result even after a full course of 
bismuth. Fortunately this occurs rather infrequently, but it must be 
considered whenever an eruption does not respond favorably to a prepa- 
ration known to be therapeutically active. If an antisyphilitic prepa- 
ration is injected at proper intervals and in maximum dosage and not 
only produces an incomplete resolution of a secondary syphilid within 
the prescribed course of treatment but after one hundred and eleven 
days of therapy also permits Spirochaeta pallida to proliferate so as to 
precipitate a recurrence of lesions which literally swarm with the 
organisms, that compound does not produce a proper ionization of its 
molecule and hence is not an ideal preparation to use. This is exactly 
what happened in one patient who received quinine bismuth iodide. 
One fact that cannot be overlooked is that no antisyphilitic preparation 
of real value, regardless of its type, should permit the spirochete to 
multiply in its presence. 

Bismuth compounds given intravenously are not only utterly worth- 
less but extremely dangerous. 

When a bismuth preparation is introduced directly into the blood 
stream, it is eliminated rapidly, as shown by a strongly positive reaction 
for bismuth in the urine within twenty minutes after the injection. 
There is little opportunity for the concentration necessary in the 
spirochete-infested areas. Apparently the action is chiefly inhibitory, 
and as a result poor therapeutic results are obtained. In most of the 
present cases the eruption improved within seven days, and yet at times 
this mere evidence of improvement was delayed for as long as two or 
three weeks. It was unusual to find a complete disappearance of the 
cutaneous eruption even after a full course of twenty injections. Not 
only were the cutaneous lesions still present at the end of treatment, 
but frequent relapses occurred toward the end of the prescribed course. 
In one case a relapse occurred three times, the patient receiving injec- 
tions at regular intervals. If a patient remained away from treatment 
for from one to three weeks, a relapse invariably occurred even after 
he had received more than two thirds of the required number of injec- 
tions. In one case, spirochetes were detected in an open lesion sixty- 
two days after the onset of intravenous therapy, the patient having 
received twenty injections. In no case was the Wassermann test of the 
blood reversed to negative after a full course of treatment. 

When a bismuth preparation is given intravenously, a fatal result 
may follow because of a marked degree of hypersensitiveness produced 
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by the repeated sudden exposures of the tissues to comparatively large 
amounts of the drug. After reading Curtis’' report on the sudden 
leath of a patient following the intravenous injection of bismuth 
tartrate, we decided to stop this type of investigation immediately. 
From a clinical standpoint, the intravenous injection of a bismuth prepa- 
ration is without value for the following reasons: 1. It has little or no 
effect on the resolution of cutaneous lesions. 2. Frequent relapses occur 
during treatment. 3. It has little effect on Spirochaeta pallida, as 
letermined by dark-field examination. 4. It does not reverse to negative 
a previously positive Wassermann reaction of the blood. 5. A fatal 
result may complicate this method of treatment. 


THE LIVER 


It is common knowledge that the spirochetal invasion of the liver 
causes in some cases an inflammatory response, the intensity of which 
varies with the virulence of the invading organism, the duration of the 
infectious process and the resistance of the host. If the pathologic 
process causes a degeneration of sufficient proportions, hepatic dysfunc- 
tion ensues, with a resultant hyperbilirubinemia. In this experiment, 
the latter condition was detected qualitatively by the van den Bergh 
test and quantitatively by the icterus index test. In all cases under 
observation, the hepatic injury was so slight as to escape clinical detec- 
tion; in an occasional case epigastric distress was a minor subjective 
complaint. 

In this series of 286 cases of cutaneous syphilis, about 10 per cent 
showed a mild hepatitis, as detected by the positive direct delayed 
van den Bergh reaction, the color change being seen soon after the 
addition of the diazo reagent to the blood serum, while in others it was 
lelaved from one-half to one hour. It was observed in all stages of 
syphilis, but to a slightly greater extent in the secondary stage. The 
incidence of positive reactions is surprisingly small when compared 
with results obtained in another series of cases previously reported.’ 

After injection, bismuth is stored in the liver in appreciable amounts 
preparatory to its elimination in the bile. According to Kolmer,’ it is 
most toxic to the kidneys and slightly less toxic to the liver. There 
is no doubt that it is somewhat irritating to the tissues in which it 


a 


accumulates. In this experiment the resulting injury was seen in a 


1. Curtis, S. H.: Sudden Death Following the Intravenous Injection 
Tartrate, J. A. M. A. 95:1588 (Nov. 22) 1930. 
Irgang and Sala: The Liver in Active Syphilis, Arch. Dermat. & Syph. 
(April) 1930. 
Kolmer, J. A.: Principles and Practice of Chemotherapy, Philadelphia, 


Saunders Company, 1926, p. 772 
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comparatively small number of cases and was usually of a mild type. 
It may occur either alone or in association with other complicating 
reactions, as a dermatitis or a stomatitis. Kolmer* expressed the 
opinion that the liver is not involved except in severe bismuth intoxi- 
cations from intravenous injections. It is possible that the investigator 
had reference to the extensive types of hepatitis, for in this series mild 
hepatic injury resulting from intramuscular injections was detected 
rather frequently by laboratory tests (in 10 per cent of the cases). In 
other words, in 10 per cent of the patients with normal hepatic function 
only laboratory evidences of hepatitis developed; as far as could be 
determined, none had jaundice. 

Contrary to expectation, bismo-cymol was the least irritating to the 
liver, a positive van den Bergh reaction being seen in only 4 per cent of 
the cases. A bismuth preparation administered intravenously is most 
injurious to the liver. Of the few cases under observation, 40 per cent 
showed positive evidences of hepatic dysfunction of a more intense type. 

In the presence of a mild syphilitic hepatitis, the injection of a 
bismuth compound intramuscularly in therapeutic dosage produces a 
favorable result; it either accomplishes a complete resolution of the 
syphilitic inflammatory process or decreases its extent to a considerable 
degree. Unlike arsenic, bismuth does not tend to aggravate the existing 
hepatitis. In no case was clinical jaundice observed even when large 
doses of a soluble salt, such as bismo-cymol, were injected. In fact, 
this compound produced a favorable response. As a rule, a syphilitic 
hepatitis does not predispose to a bismuth hepatitis. In a small number 
of cases, the syphilitic inflammation may subside entirely, only to be 
followed later in the course of treatment by a relapse as the result of a 
hypersensitive reaction to the antisyphilitic preparation. A bismuth 
compound does produce, at times, slight changes in the liver during the 
first half of the treatment. Some of these are in the nature of a 
Herxheimer reaction, for they disappear in about half of the cases 
before the termination of treatment. In an occasional case it is possible 
for a hepatitis to appear about the middle of treatment and to become 
aggravated later. Of the preparations under consideration, bismuth 
salicylate in oily suspension appears to produce the most intense Herx- 
heimer reaction and the most intense type of hepatic dysfunction. 

Since bismuth preparations may be directly responsible for the occur- 
rence of an occasional case of hepatic dysfunction, the chance of a 
complicating hepatitis presenting itself during therapy is not without 


the realm of possibility. If there is evidence of a progressive type of 
dysfunction, even in the absence of clinical jaundice, antisyphilitic 
treatment should be stopped, at least temporarily, until the pathologic 


state disappears. 
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THE KIDNEYS 

In the early stages of syphilis, the kidneys, like all other organs, 
are invaded by the spirochetes. The resistance of the kidneys to early 
pathologic changes is well known, for an acute syphilitic nephritis, 
while it does occur, is rare. However, late in the course of infection, 
degenerative and sclerotic changes occur, owing to the presence of com- 
paratively few organisms which have survived despite the high degree 
of resistance previously encountered. 

In this series 32 per cent of the patients showed urinary casts at 
the beginning of treatment. While these urinary findings might have 
been produced either directly or indirectly by syphilitic infection, there 
is no doubt that in a number of the cases the casts resulted from other 
extraneous factors. The finely granular cast was the one most com- 
monly encountered, while the waxy and fatty varieties were not observed 
in any of the cases. 

Renal function, as estimated by the phenolsulphonphthalein test, is 
normal or increased in active syphilis. The irritating property of the 
spirochetal toxin tends to increase, at least temporarily, the excretory 
function. Not a single case of acute nephritis or impaired renal function 
was encountered before the institution of treatment with a bismuth 
preparation. 

Since the kidney is chiefly concerned with the elimination of bismuth, 
further observations were made to determine the effect of bismuth 
preparations on this organ. The irritating effect becomes apparent 
during the first half and continues throughout the course of therapy. 
in from 30 to 50 per cent of the cases studied, casts were detected at 
the end of treatment in patients whose urine was entirely free from 
them at the outset. Epitheliuria is of common occurrence and is often 
the first indication of renal irritation. 

Sometimes the kidneys are not affected by bismuth preparations even 
in the presence of comparatively large therapeutic doses. The urine 
remained cast-free in from 21 to 33 per cent of the patients observed, 
excluding those given bismuth sodium tartrate, in 65 per cent of whom 
the absence of casts was noted. This result is readily accounted for 
hy the comparatively small amount of bismuth injected. 

At the beginning of treatment the presence of urinary casts, even 
in large numbers, is no contraindication to treatment with bismuth com- 
pounds, provided renal function is normal. If they result from a low 
grade syphilitic inflammatory process, the administration of a bismuth 
preparation causes the resolution of this process, with the coincident 
disappearance of the degenerated cellular elements. In from 16 to 20 


per cent of the cases, casts, present at the outset. could not be detected 


fter a course of injections of a bismuth compound. 
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Casts resulting from an irritative process or a nephritis other than 
syphilitic may or may not increase in number during therapy, depending 
on the resistant properties of the renal tubules. ‘The irritating effect 
of bismuth is more in evidence during the first half of the therapy. 
These abnormal renal elements were increased at the one-half mark in 
from 10 to 30 per cent of the cases, while at the completion of treat- 
ment, a larger number of casts were seen in only from 5 to 10 per cent. 

In most cases the effect of bismuth compounds on functional capacity 
is a very favorable one. They have a tendency to increase it, pro- 
vided, of course, there are a sufficient number of renal tubules capable 
of normal activity. Of all the preparations used, quinine bismuth iodide 
was the least effective in this respect, probably because of insufficient 
dissociation of the bismuth molecule. The stimulating property of 
bismuth is apparent throughout, and at the termination of treatment 
the excretion is over 60 per cent for two hours, even reaching an output 
as high as 100 per cent. It remains within normal limits in a minority 


TABLE 1.—Observations in a Case of Hypertension and Chronic Nephritis 








Crea Two Hour Blood Pressure 
Nitrogen, Output of Dye, — ~~ 
Casts Meg. per Cent Systolic Diastol « 


Before treatment.......... Occasional hyaline, 16.7 65 1) w) 
finely and 
coarsely granular 

\t the one-half mark...... No casts 23.3 5 1s0 


Finish of treatment Occasional hyaline 34. 30) 174 


of cases; in only one instance in the present series was the output 
subnormal. 

A large number of casts may be seen in the presence of good as 
well as impaired renal function. No reliance should be placed on their 
number as an index of ability to excrete. On the other hand, the dis- 
appearance of casts under treatment is no evidence of improvement; on 
the contrary, there may be a renal insufficiency. This point is well 
illustrated in the following case. 


A woman, aged 40, received bismuth salicylate in oily suspension for an 
ulcerated gumma of the soft palate. The blood urea nitrogen amounted to 16.7 mg. ; 
the two hour output of dye was 65 per cent; the blood pressure was 160 systolic and 
%) disastolic; the urine showed occasional hyaline, finely and coarsely granular 
casts. This was a case of hypertension and chronic nephritis with a normal func- 
tioning kidney. As treatment progressed the casts diminished; the excretion of dye 
hecame less, while the blood pressure and blood urea nitrogen steadily mounted. 
\t the completion of treatment there was beginning failure of renal function. 


Of 141 patients with syphilis in all stages receiving a full course of 
treatment with a bismuth preparation, in only 1, or 0.7 per cent, was 
renal insufficiency produced. This was a patient with tertiary syphilis. 
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During treatment the number of renal casts is misleading as regards 
the index of renal function. Their presence is no more an indication 
of impaired function than is their absence an assurance that the capacity 
to excrete is normal. A rising systolic and diastolic pressure over 
150 and 100 mm. of mercury respectively may be an indication of a 
blood nitrogen retention. If this condition is present, the renal function 
and blood urea nitrogen must be determined before treatment is con- 
tinued. In the presence of impaired renal function, injections of a 
bismuth preparation must be stopped. Patients with late syphilis should 
be watched more carefully, since the incidence of damaged kidneys is 
much greater in this stage. 

Bismuth salts injected intravenously likewise have a tendency to 
increase the cellular activity of the renal tubules, but to a lesser extent. 
If the compound is given by the intramuscular route, the irritating 
effect is more apparent, owing to the constant absorption and slower 
excretion of the metal. 

BLOOD PRESSURE 

In a certain proportion of cases the spirochetal toxemia lowers both 
the systolic and the diastolic pressure; its effect on the systolic is more 
marked. Its effect is chiefly on the heart muscle, impairing its driving 
power with a resultant lowering of pulse pressure. The blood pressure 
in the majority of patients is not affected. In this series 25 per cent had 


a systolic pressure of 100 mm. of mercury or less; the diastolic pressure 
was subnormal, that is, below 70 mm., in but 2 per cent of the cases. 
This hypotensive state is more often seen in females. The lowest 
systolic and diastolic pressures were 85 and 50 mm. of mercury respec- 


tively. The pulse pressure varied between 28 and 32 mm. 

The action of bismuth compounds on the cardiovascular system is not 
uniform. They may either lower or raise the pressure, depending on 
the dose, the type of preparation, the route by which it is introduced 
into the body, the virulence of the existing infection, the functional 
capacity of the kidneys and the patient’s natural sensitiveness to com- 
pounds of bismuth. 

In normal and hypertensive patients bismuth compounds lower the 
blood pressure in most cases. After a full course of treatment, bismo- 
cymol lowered the systolic pressure in 63 per cent of the cases in this 
series, with an average drop of 17 mm. of mercury. The other com- 
pounds reduced it in from 37 to 56 per cent of instances, with an 
average fall between 9 and 14 mm. Bismuth sodium tartrate lowered 
it only 9 mm., but this rather mild depressing effect was seen in 56 per 
cent of the patients. The intravenous injection of a bismuth prepa- 
ration has a more marked depressing action. In the few cases under 
observation, it lowered the systolic pressure in 71 per cent of the cases, 


with an average reduction of 12 mm. of mercury. 
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In a small number of patients the blood pressure is increased slightly, 
especially in those having a systolic pressure ranging from a little above 
100 to 120 mm. of mercury; this can be accomplished by weekly injec- 
tions of an oily suspension, such as bismuth salicylate or quinine bismuth 
iodide, or the biweekly injection of a soluble compound, such as bismuth 
sodium tartrate. Bismo-cymol does elevate blood pressure, but only in 
a very small percentage of cases and then to the extent of 5 mm. of 
mercury. 

Patients with marked hypotension (a _ systolic pressure below 
100 mm.) are improved by intramuscular injections; the systolic 
pressure is elevated to 100 mm. and above in practically all patients 
except those receiving bismo-cymol. In those receiving a comparatively 
large dose of the oil-soluble compound, the blood pressure either 
remains stationary or is still further reduced. The diastolic pressure 
varies less, but it is likewise reduced though to a lesser extent. Ina 
few of the cases studied, it remained stationary, while in others it 
actually increased. 

The insoluble preparations in ordinary dosage and the soluble ones 
in small dosage have a beneficial effect on the pulse pressure, as indi- 
cated by a 3 per cent increase. Bismo-cymol lowers the pulse pressure 
about 3 per cent, while a bismuth compound injected intravenously has 
a still more marked depressant action on the circulatory system, lowering 
it about 25 per cent in this series. 

Hypertension is not a contraindication to treatment, provided the 
kidneys are functioning properly. On the contrary, all phases of blood 
pressure are lowered to a certain extent in practically all cases. In the 
presence of hypertension, the functional capacity of the kidneys must 
be determined first, before treatment with a bismuth compound is 
instituted. If it is abnormal, treatment is contraindicated. Likewise, 
in the presence of a rising systolic blood pressure over 150 mm. and a 
rising diastolic above 100 mm., one should discontinue treatment until 
the excretory capacity of the kidneys can be determined with accuracy. 
In the presence of hypertension, bismuth is not contraindicated, pro- 
vided renal function is normal. 


HEMOGLOBIN AND RED BLOOD CELLS 


It is admitted that syphilis may produce a secondary anemia of 
varying degree, chiefly as a result of its depressant action on the blood- 
forming organs. The purpose of the red cell and hemoglobin determi- 
nations was not to detect the extent of this secondary anemia, which was 
present in many instances, but to ascertain whether bismuth in its 
various combinations has a favorable or an adverse effect on the 
hematopoietic system. The results of this experiment show that the 
effect on this system varies considerably with all types of preparations. 
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In many cases, the anemia directly traceable to this infection was 
improved to some extent by the administration of a bismuth prepa- 
ration; on the other hand, in some cases it was aggravated. The 
unfavorable results noted might be explained on the basis of idio- 
syncrasy or of excessive dosage. The improvement in the blood picture 
might be attributed to the removal of the syphilitic toxemia or to the 
stimulation of the blood-forming organs or to both. 

As regards the red cell count, tartro-quiniobine produced an increase 
in the greatest percentage of cases ; namely, in 70 per cent of the patients 
the red cells showed an average increase of 10 per cent, but oddly 
enough, in the remaining 30 per cent, the red cells decreased 17 per 
cent, the lowest figure in the series. The best results were obtained with 
injections of bismuth sodium tartrate. In half of the cases there was an 
increase of 17.5 per cent at the termination of treatment, while in the 
remaining half, the red blood cells decreased on an average only 7.5 per 
cent. The results with the other intramuscular preparations were 
favorable ; injections of bismo-cymol decreased the cells in 64 per cent 
of the cases, but with an average decline of only 6 per cent. 

All estimations of hemoglobin were made with the Sahli apparatus. 
Since only comparative results were considered, the failings of this 
method are to be disregarded. As regards the effect of bismuth prepa- 
rations on the hemoglobin content, bismuth salicylate in oily suspension 


produced the best results; in two thirds of the cases, the hemoglobin 
was increased, with an average rise of 22 per cent. As might be 
expected, this compound likewise had the best effect on the color index. 


In 62 per cent of patients, it increased 18 per cent at the completion 
of treatment. In the majority of instances, the effect of the other prepa- 
rations on the hemoglobin percentage and color index was also favorable, 
but to a lesser extent. 

A moderate or even a severe anemia on the basis of syphilitic infec- 
tion is no contraindication to treatment with a bismuth preparation, 
provided the dose injected is less than that used in the average case. 
Small doses of a soluble preparation and from small to moderate doses 
of an insoluble product are to be preferred in such cases. An insoluble 
compound, because of its slower absorption, is preferable to the soluble 
ones, for with the former type the effect on the hematopoietic system is 
nore gradual and hence less intensive, thus causing a more favorable 
response. Small doses of a soluble compound also produce good results 
in the presence of a secondary anemia, but the ultimate effects are not 
quite so beneficial. 

The conclusions based on the intravenous administration of a bismuth 
compound cannot be given in detail because of the few cases observed. 
but in these few instances, the results were not promising. 
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WASSERMANN TEST 

The potency of an antisyphilitic preparation, whether it is a bismuth 
compound or any other type of drug, is in direct proportion to its 
ability to reverse a positive Wassermann reaction of the blood or 
similar serologic tests in the primary and early secondary stages. Its 
ability to cause cutaneous syphilids to resolve is not to be taken as an 
index of its therapeutic efficacy. Injections of a nonspecific protein 
are capable of stimulating the natural immune forces to such an extent 
as to accomplish the resolution of cutaneous syphilids; in spite of this, 
the influence on the Wassermann test of the blood is negligible. 

If a bismuth compound is given in sufficient dosage and if its 
molecule is capable of proper dissociation within the body, its effect on 
the serum complement-fixation test will be favorable. In most instances, 
since those presenting initial lesions also showed secondary syphilids, 
it was impossible to collect for statistical purposes a sufficient number of 


Tasie 2.—Change of a Positive Wassermann Reaction to Negative After Half the 
Treatment in Secondary Syphilis 


Negative Reactions 
— — ——EEE _— ~ 
Cases Number Per Cent 


Bismuth salicylate in oily suspension.. NE Ee . 8 38 
Bismo-cymol ‘ 7 26 
Quinine bismuth iodide 6 ; 
I, CUIINOID S55 oc ckeratccdeseeconesscessccden . ‘ 5 26 
Tartro-quiniobine 0 0 
Bismuth tartrate intravenously 0 0 


primary cases. The number of patients with secondary syphilis receiy- 
ing a full course of treatment varied from fourteen to twenty-one for 
each preparation given intramuscularly. After only half the treatment, 
the results showed that bismuth salicylate in oily suspension was the 
most effective in its ability to reverse to negative a previously positive 
Wassermann reaction of the blood. Of the preparations given intra- 
muscularly, tartro-quiniobine was the least promising in this respect. 
Intravenous administration of a bismuth compound was likewise without 
value; all results were positive at this stage of treatment. Tabie 2 
gives the results of the Wassermann test of the blood in secondary 
syphilis after completion of half of the prescribed treatment. 

Not only was bismuth salicylate in oily suspension the most effective 
at the half-way mark, but it produced the best results in the patients 
receiving the full course of injections. Tartro-quiniobine was again the 
least effective of the preparations given intramuscularly. Bismuth tar- 


trate injected intravenously was absolutely without benefit ; in all 7 cases 


the Wassermann reaction remained positive at the end of treatment. 
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Table 3 shows the results of the Wassermann test of the blood in 
secondary syphilis after completion of a full course of injections. 

As with other antisyphilitic drugs, relapses occur with bismuth com- 
pounds. While a cutaneous eruption may recur under treatment with 
these preparations, it is unusual ; this likewise applies to the results with 
the complement-fixation test. A negative Wassermann reaction of the 
blood obtained after half of the treatment may be reversed to a positive 
reaction at its completion. This is seen in a small group of cases, vary- 
ing from 4+ to 5 per cent. With bismuth sodium tartrate, quinine 
bismuth iodide and bismo-cymol the Wassermann test was reversed to 
positive in an average of 5 per cent of the cases, and with bismuth 
salicylate in oily suspension, in 4 per cent. 


TaBLe 3.—Change of a Positive Wassermann Reaction to Negative After the Full 
Course of Treatment 








Negative Reactions 
oben 





Number Per Cent 
80.9 


os 


Bismuth salicylate in oily suspension 
Bismo-cymol 

Bismuth sodium tartrate 63 
Quinine bismuth iodide ¢ 2 63 
Tartro-quiniobine 57 
Bismuth tartrate intravenously 0 


SPIROCHAETA PALLIDA 

The rapidity with which Spirochaeta pallida disappears from open 
lesions of the primary and secondary stages depends primarily on the 
extent to which the bismuth molecule is able to dissociate itself and 
combine with the organism. The degree of local antibody production 
is another factor that must be considered. The rate at which immune 
bodies are produced as the result of local tissue and cellular reaction 
varies with different persons. If these local immune substances are 
present in sufficient proportions, complete destruction of Spirochaeta 
pallida results without aid of any antisyphilitic drug. If they are lack- 
ing, either because the eruption is of short duration or because the 
resistance is poor, much more of the bismuth compound will have to 
be injected and a longer time will be required to accomplish this result. 
Spirochaeta pallida will disappear sooner from open lesions if the 
patient receives a soluble bismuth compound, because of its more rapid 
absorption. Disappearance was observed within from two to seven days 
or after from one to four injections, depending on the type of prepa- 
ration used; in a few cases the spirochetes persisted for eleven days. 
With the insoluble compounds, from nine to eighteen days, or two or 
three injections, were necessary for complete local eradication of the 
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organism. Of the two preparations, bismuth salicylate in oily suspension 
is to be preferred, for it requires from nine to eleven days to accom- 
plish this result. In one patient receiving injections of quinine bismuth 
iodide, Spirochaeta pallida disappeared from a condyloma latum in 
eighteen days. A few days later the lesion again became active, the 
organisms continuing to survive in that particular lesion for a hundred 
and nineteen days or after sixteen weekly injections. Of the prepa- 
rations given intramuscularly, quinine bismuth iodide was the least 
effective as a spirocheticide. The intravenous administration of a 
bismuth compound was surprisingly ineffective. From a condyloma 
latum, the organisms disappeared in eight days, or soon after the third 
injection. A few days later the lesion again became active; the 
spirochetes persisted in large numbers even after fifty-two days of 
treatment or after twenty intravenous injections. As a spirocheticide, 
a bismuth compound injected intravenously is practically without value. 


COMPLICATIONS: HERXHEIMER REACTIONS 


General Symptoms.—aAs with the arsphenamine group, bismuth com- 
pounds are capable of inducing reactions because of their pronounced 
spirocheticidal action. General symptoms, such as headache, chills, 
fever, nausea, weakness, vertigo and ill-defined body pains, present 
themselves almost as quickly as those resulting from intravenous injec- 
tions of the arsenicals. The patient complains of one or more symptoms, 
the most frequent and predominating of which is headache. It is need- 
less to say that a Herxheimer reaction manifests itself in a small propor- 
tion of cases, being encountered mostly in patients with secondary 
cutaneous syphilids. A reaction is discernible within from six to forty- 
eight hours after the first intramuscular injection, most often within 
from twenty-four to forty-eight hours. Those receiving the soluble 
salts exhibit the Herxheimer reaction slightly sooner, but it may be 
delayed in either case for from three to seven days, particularly in 
those given injections of the insoluble oily suspensions. Regardless of 
the preparation employed, the headache and vertigo may be deferred 
until three weeks after the initial injection in some cases of late syphilis. 
This complication abates within twenty-four hours, and completely dis- 
appears shortly thereafter, but the headache, a most distressing com- 
plaint, may persist in mild form for as long as three weeks. If this 
symptom existed prior to treatment, it may be aggravated by bismuth 


preparations. It may arise spontaneously as a result of the spirochetal 
toxemia or of a reactivation of a local meningeal inflammation. The 
headache is seldom widespread; it tends to localize itself either to one 
half of the head or to a portion of it. It is either intermittent or con- 
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tinuous, but as it ameliorates, it is always intermittent and persists from 
a few hours to as long as three weeks. 

It is not uncommon for a headache first to exhibit itself within a few 
weeks of treatment or to recur at any time during the course of injec- 
tions. It is our belief that this symptom occurring during this period 
is not a part of a Herxheimer reaction but a clinical manifestation of 
a hypersensitive reaction to the drug. This conclusion is arrived at 
by its frequent association with the various cutaneous complications 
which are, without doubt, evidences of drug allergy. At times the 
headache is so severe as to preclude further treatment with a bismuth 
compound. It usually diminshes in intensity within a week and dis- 
appears in about two weeks. As with the cutaneous complications, it 
tends to recur two or even three times during a course of injections. 
In some instances it continues to persist in mild form throughout treat- 
ment. If this symptom becomes severe, it is best to defer treatment for 
a short time. Other manifestations of an anaphylactic reaction to 
bismuth compounds are cramplike abdominal pains which may or may 
not be associated with diarrhea. These symptoms may appear at any 
time and persist throughout treatment or disappear within a few weeks. 
This condition was observed in two patients receiving bismuth sodium 
tartrate and in one receiving bismo-cymol. In both of the former 
patients a complicating dermatitis also developed during the first half 
of treatment. 

As might be expected, intravenous injection of a bismuth preparation 
produces a Herxheimer reaction. The reaction appears within twenty- 
four hours after the first injection and subsides rather rapidly. During 
treatment the patient frequently complains of nausea, vertigo and weak- 
ness, the last symptom being the most persistent and most pronounced. 
It cannot be stated with certainty whether these symptoms result from 
the sudden introduction of large amounts of the metal into the blood 
stream or whether they are clinical manifestations of an allergic state. 
Since they may attain alarming proportions, it is evident that the 
intravenous route is not the one to be preferred. 

Local Reactions —.A local Herxheimer reaction can involve any type 
of cutaneous lesion. As a rule it develops later than the general symp- 
toms. Regardless of the preparation used, the local reaction is seen 
within the first four days of treatment; it may be observed within 
the first twenty-four hours. The insoluble bismuth compounds 
tend to delay the appearance of the reaction, and in a few cases it is 
not observed until the end of the first week. In the presence of quinine 
bismuth iodide, a less therapeutically active compound, the reaction may 
he delayed for ten days. The reactivation of a cutaneous gummatous 
ulceration may be postponed for three or four weeks because of an 
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obliterating endarteritis of the adjacent blood vessels. This condition, 
if present, obstructs at least temporarily the passage of the antisyphilitic 
drug. In the presence of a local Herxheimer reaction the gummatous 
ulcer looks more active; the patient complains of local pain in and 
about the lesion. If this tertiary syphilid is situated on the lower third 
of the leg, an edema of the ankle may be seen. The local pain dis- 
appears in a few days, but the edema requires a much longer time to 
resolve. 

The reactivation of a secondary cutaneous syphilid appears much 
sooner. It is observed from one to three days after the first injection 
and subsides within a few days. The papules and macules assume a 
deep pink or reddish color; they become slightly edematous, and new 
lesions may be seen. Ina case of lenticulopapular syphilid, a macular 
eruption was first detected at this time, and in a case of genital chancre, 
a macular syphilid first presented itself during this reactive phase. 

A local Herxheimer reaction involving a chancre is not an uncom- 
mon occurrence. The lesion appears more active, the serous discharge 
increases in amount, and the ulcer feels painful for the first time. In 
the other cases, the reaction is more intense, as exemplified by an edema 
of varying degree. The edema may either limit itself to the initial 
lesion or extend upward involving the surrounding tissues. The 
adjacent discrete, enlarged glands are likewise affected, becoming still 
larger and even tender. The skin over this area either retains its normal 
appearance or becomes pinkish to red, the color varying with the 
intensity of the local complication. As might be expected, these glands 
never ulcerate. Regardless of the local edema, the chancre shows evi- 
dences of resolution in its presence, and it may heal completely before 
this reaction subsides. This type of Herxheimer reaction, characterized 
by a marked inflammatory process, runs its course in from two to five 
weeks. Since a primary lesion is situated on the cutaneous surface, 
there is no necessity for curtailing treatment even in the presence of 
severe reactions. 

STOMATITIS AND ORAL SIDEROSIS 

The pigmented line that appears on the free border of the 
gums results from a deposition of bismuth salts in the tissues of that 
area. The color varies from a light blue to a bluish black, depending 
on the amount of bismuth present. During a course of treatment, a 
blue line is present on the gums in practically 100 per cent of the cases. 
Its rate of appearance and its intensity vary with the amount and 


rapidity of absorption of the metal and also with the presence of dental 


infection, the only exception being in patients with no teeth at all, in 
whom a blue line may be entirely absent. 
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No absolute rule can be formulated as regards the time of appearanc 
and the degree of intensity of this gingival siderosis. A blue line is 
more apt to present itself sooner and is more intense in the presence of 
dental infection. The blue line first appears about the posterior aspect 
of the lower central and lateral incisor teeth, and less often it is 
first observed along the medial aspect of the lower molars; one or both 
sides may be involved at the same time. The line is more intense along 
the lower set of teeth. It is common to see a heavy blue line below 
and a faint one above after treatment is completed. 


In the presence of good teeth and no infection, a blue line may not 
be seen until after a few weeks of treatment, and at its termination the 
line may still be barely noticeable. In the presence of infection of the 
gums the blue line is seen much sooner, at times within the first twenty- 
four hours; at the completion of treatment a moderate or heavy blue line 
exists. Of course there are exceptions to the rule; for instance, a 
recognizable line may be seen in the first few days in a normal mouth, 
while conversely its appearance may be delayed a few weeks in the 
presence of dental infection; these conditions are observed in a minority 
of cases. Not only does the use of a soluble preparation hasten the 
appearance of a bismuth line, but the color will be intense sooner than 
if an insoluble compound is used. The dose also has a direct bearing 
on this condition. If a bismuth compound is injected intravenously, the 


pigmentation is not seen as soon nor is it as intense as when the 
intramuscular route is employed because the drug is excreted too rapidly 
and hence there is too little opportunity afforded for concentration 
in the tissues. 


At times this siderosis is unevenly distributed, being more intense 
in some localities than in others, with the heaviest pigmentation around 
infected teeth, especially around those of the lower jaw. The discolor- 
ation may be limited solely to these areas. Dental infection is one 
reason for this variation, but other, unknown factors also influence the 
localization of the bismuth deposit. If a heavy blue line is seen within 
the period of the first few injections, either the dose should be reduced 
or a short rest period advised to avoid possible oral complications. 
moderate to intense gingival siderosis will persist for a year or more. 

The combination of a heavy blue line and pyorrhea does not neces- 
sarily mean that oral complications will follow, for a heavy deposit may 
be present throughout the greater part of treatment and no oral compli- 
cations supervene despite the presence of gingival infection. 

Oral infections, such as carious teeth, pyorrhea, chronic tonsillitis 
and pharyngitis, undoubtedly play an important réle in predisposing 
the patient to complications in that locality. As the soluble bismuth 
compound passes through this area for purposes of excretion, it mav h« 
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precipitated as the result of local metabolic changes; one of the factors 
influencing this change is local infection. The metal is seen in the 
endothelial cells and walls of the capillaries, the lymphatics and the 
adjacent subepithelial tissues. If these deposits are of proportions 
sufficient to interfere with the local vascular supply, the involved tissues 
will undergo degenerative and necrotic changes. The amount of bismuth 
deposited varies with the dose and with the extent of local infection. 

There are two types of buccal siderosis, exclusive of the gingival 
type, that may involve any part of the mucosa: (1) a diffuse, thin, 
slate-colored pigmentation, involving large areas; (2) a localized, heavy, 
bluish-black deposit appearing as dots or larger round deposits, varying 
in size from that of a pinhead to that of a split pea, or taking the form 
of streaks of variable length. It is seen in one or any number of areas. 
The sites of predilection are the tissues about the lower molars, the 
posterior half of the buccal mucosa and the sides and undersurface of 
the tongue. Either type of oral siderosis may exist alone, or both may 
be seen together. <A light diffuse discoloration of both gums and 
buccal mucosa does not predispose to inflammatory processes. It is the 
local heavy deposit that produces the oral complications. In the presence 
of oral siderosis of the localized type, the dose should be reduced or 
treatment temporarily suspended. 

Buccal pigmentary deposits are usually seen in the presence of a 
heavy line on the gums; there are, however, exceptions to the rule. 
Heavy deposits of bismuth may appear at any time during treatment ; 
they will appear sooner, even within the first few weeks, if a com- 
paratively large therapeutic dose of a soluble compound is utilized. 
Heavy deposits on the mucosa are uncommon when an insoluble prepa- 
ration of average dosage is employed. It is conceded that oral infection 
predisposes to pigmentation, but the amount of the metal and the 
rapidity with which it reaches the tissues of the mouth are apparently 
the deciding factors. 

Contrary to the prevailing opinion, complications are more frequent 
with the soluble preparations, because they enter the blood stream in 


greater amounts in a shorter period of time, and since the rate of 


absorption is greater than that of excretion, there results a greater 
concentration or accumulation in the tissues. Buccal deposits developed 
in only 1 per cent of the patients receiving insoluble compounds, while 
they were observed in 21 per cent of those given injections of soluble 
preparations ; the percentage for the latter group would have been much 
higher had it not been for bismuth sodium tartrate which produced only 
5 per cent of the cases. This result can readily be accounted for 
because of the smaller amount of the metal injected in these cases. The 
insoluble compounds are more slowly absorbed, and hence the concentra- 
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tion in the tissues is much less, for the metal is being constantly excreted. 
Despite its slower absorption, too great an accumulation does not 
appear to result; this fact is amply supported by considerable clinical 
experience. This feature of gradual absorption and elimination has a 
favorable influence on the ultimate therapeutic result. 

A fetid breath, due to the presence of buccal siderosis, may be 
detected throughout the greater part of treatment without the develop- 
ment of stomatitis. Its presence, however, should place one on guard; 
either the dose should be reduced or treatment should be temporarily 
suspended and special attention directed to the intestinal tract, for 
proper elimination is of much benefit in these cases. A stomatitis is 
practically always associated with pyorrhea, decayed teeth and a heavy 
pigmentation of the gums. In mild cases, however, it may be present 
without apparent infection and in the absence of a gingival line. 

An ulcerative process may follow heavy deposits of bismuth or arise 
independent of local pigmentary changes; the former type is less severe 
unless it is complicated by a spirillary or other form of infection. An 
ulcer resulting from heavy metallic deposits is bluish black; but when 
the surface becomes necrotic, it is grayish black. It is of a rather mild 
type and superficial, and it appears toward the end of treatment. Local 
trauma may be a contributing factor in its production. Ptyalism and 
fetid breath are uncommon findings in these mild cases. It 1s possible 
for heavy buccal deposits to be present without the development of a 
stomatitis, despite the presence of local infection and continued treat- 
ment with a bismuth compound. Ulcerations occurred in only 58 per 
cent of these cases. If capillary occlusion is extensive enough, necrotic 
changes will ultimately be seen limited to the heavy pigmentary deposit. 
If the patient is hypersensitive to the drug, the inflammation will spread 
beyond the pigmented zone with involvement of apparently normal 
tissues. In a few instances the inflammatory process is delayed a week 
or more after the course of therapy is completed. The ulceration is 
preceded by edema, tenderness and pain in the affected area, and on 
the removal of the discolored necrotic tissue, a red, glistening surface is 
exposed. In mild cases, healing is accomplished within a week or two. 
provided the injections are discontinued ; yet during this period deposits 
may continue to appear in other localities. While a cure of a super- 
ficial ulcerative lesion has been obtained in many instances in spite of 
continued treatment with a bismuth compound, this mode of procedure 
is not to be commended. In the presence of a stomatitis, no matter how 
slight, the injections should be stopped immediately and resumed only 
after the complication has completely disappeared. 

A stomatitis appearing within the first weeks of treatment is, as a 
rule, not dependent on the altered nutrition of the involved area. It 
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arises independent of a previous metallic deposit and is usually of the 
more severe type. A hypersensitive state brought into existence by the 
local infection plus the presence of large amounts of bismuth is appar- 
ently the causation for this severe type of complication. As a rule it 
appears most frequently in those receiving large therapeutic doses of a 
soluble preparation, such as bismo-cymol. The ulcerative process may 
be seen on the buccal mucosa, tongue, both palates and the posterior 
pharyngeal wall. It is irregular in outline, deep and widespread and 
is covered by a grayish-yellow necrotic tissue. The ulcers are surrounded 
either by a bluish-black pigmented areola or by a red inflammatory 
border. The subjective symptoms are intense; the pain in the mouth, 
ptyalism, facial edema and enlarged, tender, painful submaxillary glands 
interfere with rest and nutrition; there are also marked weakness, fever 
of a variable type and an offensive breath. Because of the accumulated 
bismuth at the site of injection and the slow excretion of the metal, a 
stomatitis may become more intense from seven to ten days after the 
injections are stopped. Improvement may not be seen until three weeks 
after the onset of treatment, and complete healing may not be accom- 
plished until six weeks after its inception. In an occasional severe type, 
this complication may be attended by an increase of urinary casts, a 
dermatitis or laboratory evidences of a mild hepatitis. If the dosage is 
within therapeutic levels, the coincident appearance of a reaction in 
various parts of the body points toward a hypersensitive factor as a 
contributing cause in this severe type of ulcerative stomatitis. If this 
hypersensitiveness persists after the resolution of buccal ulcerations, 
very small doses at infrequent intervals will provoke a relapse. 
Treatment of this complication consists in stopping antisyphilitic 
therapy, physical rest, thorough evacuation of the bowels, forcing fluids, 
a bland mouth wash, a liquid nonirritating diet and intravenous injec- 
tions of sodium thiosulphate. If sodium thiosulphate is given too soon 
in the course of a severe stomatitis, it will only tend to aggravate the 
condition. This is due not only to the gradual continuous absorption 
from the deposits in the buttocks but also to the additional amount 
liberated elsewhere from the tissues as a result of the thiosulphate 
therapy. This eliminant is not contraindicated at the outset of a mild 
stomatitis, but in the more severe type it should be deferred for at 
least a week so as to give the body an opportunity gradually to eliminate 
the offending drug. The thiosulphate should first be injected in small 
doses, and then in gradually increasing amounts to the maximum dosage 
of 1 Gm. In this series we did not find sodium thiosulphate essential in 
the treatment of this condition, for these complications healed within a 
reasonable time without it. On healing, these ulcers may or may not 
leave scarring, depending on the extent of the inflammation. Grayish 
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to bluish-black pigmentary deposits are usually seen in the healed areas. 
If treatment with a bismuth compound is again resumed, it is better to 
give the drug in smaller dosage and at longer intervals. This will reduce 
the probability of a relapse, provided, of course, the patient is not 
hypersensitive. 

The following figures readily show that the incidence of stomatitis 
is much greater in patients receiving a water-soluble or oil-soluble 
bismuth compound, and it is directly proportional to the dose. 
Inflammations of the oral cavity are not common in patients receiving 
an insoluble preparation; in fact, none was encountered in those given 
injections of quinine bismuth iodide. In all probability the chief factor 
in the production of this complication is the rapid absorption of large 
amounts of the metal; local infection and the hypersensitive state are 
of only secondary importance. No cases of stomatitis or buccal deposits 
were observed in those receiving a bismuth compound intravenously, 
because of its rapid excretion. The incidence of stomatitis with the 
various compounds is as follows: quinine bismuth iodide, 0; bismuth 
salicylate in oily suspension, 1 per cent; bismuth sodium tartrate, 4+ per 
cent; tartro-quiniobine, 20 per cent; bismo-cymol, 23 per cent, and 


bismuth intravenously, 0. 


GINGIVITIS 


A gingivitis may appear alone or as a part of a widespread inflamma- 
tion of the mouth. When it appears unassociated with any other oral 
complication, it is most often observed during the last half of treatment ; 
in a small number of patients it may be detected within the first three 
weeks of antisyphilitic therapy, especially in those receiving a soluble 


preparation. 

A gingivitis is practically always associated with a moderate or 
heavy blue line on the gums and dental infection. The local infection 
appears to be the outstanding factor in its production. In rare instances, 
it may be seen in the presence of a slight blue line, good teeth and no 
apparent infection. In most cases intense gingival pigmentation does 
not lead eventually to an inflammation, but merely serves as a warning 
for special precaution. Although a heavy gum line is not a contraindica- 
tion to continued treatment with a bismuth compound, a reduction in 
dosage is advisable. 

At times patients complain of intense soreness of the gums in the 
absence of objective signs of inflammation. This symptom subsides 
rapidly on the omission of one or two injections; it may even disappear 
with continued treatment and does not tend to recur. Gingivitis has a 
tendency to localize about infected teeth, and in rare instances it may 
be associated with only a faint blue line or none at all. Despite the fact 
that the bismuth deposit is most intense in the infected areas, it does not 
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appear to be the primary cause of the inflammation. As already stated, 
the local infection is mainly responsible for this complication. The 
more intense the infection is, the sooner the gingivitis will appear and 
the more severe it will be. 

Objectively the gums are pink, red or bluish red, edematous and 
tender; they bleed easily on slight trauma, and may be studded with 
white spots. In an unusual case, the condition may progress to the 
ulcerative stage, the intensity of which varies from a superficial destruc- 
tion of the epithelial layer to an involvement of the deeper structures. 
The inflammation is usually localized, but may become widespread, 
involving the entire gum region, even spreading to those areas where 
teeth are missing. Mild ptyalism and fetid breath may be present, but 
they are unusual findings. The latter symptom may have no relation 
to the treatment; it may be only an indication of some gastro-intestinal 
disturbance that existed prior to treatment with a bismuth compound. 

The treatment of this complication is the same as that described for 
stomatitis. In mild cases a rest of one week will improve the condition 
to such an extent that it will not recur with further treatment. As in 
the mild cases of stomatitis, it may not become aggravated; in fact, it 
may even resolve with continued injections, but, as previously stated, 
it is best to stop treatment until the complication entirely disappears. 
It is possible for a gingivitis to arise one week or more after the last 
treatment, but it subsides rather rapidly. After the resolution of a 
gingival inflammation, the gums may feel slightly tender and painful for 
a short time. 


In this investigation, the incidence of this type of complication, 


appearing independent of any other, is equally divided among the 


patients receiving the soluble and the insoluble salts. The condition was 
detected least frequently in those treated with bismuth sodium tartrate. 
The incidence of gingivitis with the various compounds is as follows: 
bismuth sodium tartrate, 2 per cent; bismuth salicylate in oily sus- 
pension, 3 per cent; bismo-cymol, 5 per cent; quinine bismuth iodide, 
7 per cent, and tartro-quiniobine, 8 per cent. 

In the few patients receiving a bismuth compound intravenously 
this complication did not develop. 


DERMATITIS 
3ismuth dermatoses are being recognized more readily at the present 
time as a result of the various reports that have been made regarding 
their clinical appearance and the frequency with which they occur. 
Many physicians, because of their lack of experience in this field or 
because of the mild character of the dermatitis, have actually doubted 
their existence. A bismuth eruption is usually of such a mild type 
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that were it not for the pruritus it would escape detection in many 
instances. This complicating dermatitis manifests itself in a variety of 
ways. There is no definite type of lesion on which a diagnosis can 
be made, but the distribution and behavior under continued treatment 
with a bismuth compound are convincing as to the origin. The following 
is a list of dermatoses that were encountered in this investigation: 


1. Urticarial 
(a) wheal type 
(b) papular type 
. Angioneurotic edema 
. Pityriasis rosea-like 
. Miliaria-like 
. Eczematous 
(a) vesicular (crusted) type 
(b) erythematosquamous type 
6. Pemphigoid 
7. Herpes simplex 

The pruritic dermatitis may appear at any time during the course 
of treatment. A general or local pruritus may precede by a month or 
more the advent of this complication. In the localized type, the eruption 
will be limited to the pruritic area. The eruption is most often limited 
to some part of the body, and it is bilateral and symmetrical in the vast 
majority of cases. 

The type most frequently encountered is the miliary folliculopapular 
lesion which closely resembles a papular urticaria or even scabies. It 
is very pruritic; the papules are the size of a pinhead or even smaller, 
and have no tendency toward grouping. If the cutaneous reaction is 
more intense, miliary vesicles are seen scattered among the papules, 
causing the eruption to resemble closely a miliaria. A mild erythematous 
dermatitis may precede for a short time the appearance of papules. 
Interspersed with the papular or vesicular element may be small patches 
of erythema and, coincident with this, scattered, ill-defined, erythematous 
macules may be seen on other parts of the cutaneous surface. The 
eruption may become aggravated after one or more injections of a 
bismuth compound, but, strange as it may seem, the dermatitis gradually 
subsides without interruption of treatment. It usually resolves in from 
two to five weeks, and during the process of resolution the papules and 
vesicles are transformed into slightly pruritic, small, maculosquamous 
lesions resembling closely a fading pityriasis rosea. As previously 
stated, the eruption resolves within five weeks, but in an occasional case 
it may persist as a mild slightly pruritic dermatitis until the end of 
treatment and resolve shortly thereafter. 

A wheal-like urticarial eruption may be observed a few days after 
the first injection; on the other hand, it may not appear until the last 
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few weeks of treatment. Orbital edema or other local edematous 
swellings may be associated with this type of eruption. The cutaneous 
lesions are always accompanied by a generalized pruritus. These 
pruritic pinkish nodules are neither as numerous nor as widely scattered 
as in ordinary urticaria. In one case observed, the lesions were limited 
to the right upper extremity and back. The wheals may persist for a 
month or more, but they eventually resolve; in one instance, the erup- 
tion disappeared spontaneously within twenty-four hours. 

Angioneurotic edema, accompanied by a generalized pruritus but 
without cutaneous evidence of inflammation, is sometimes seen as a 
complication of treatment with a bismuth preparation. In a few cases 
under observation, the edema was of a localized type, being seen about 
the eyes and on the forehead, hands and feet. It tended to disappear 
with continued treatment, but relapses occurred. In one case, three 
weeks after the subsidence of an angioneurotic edema of the forehead, 
a pruritic miliary folliculopapular dermatitis appeared on the right fore- 
arm. It disappeared in a week, but two weeks later the dermatitis 
recurred as a pruritic, ill-defined, erythematous eruption of the neck. 
Again it disappeared within a week, and no further cutaneous disorder 
was seen during the remainder of treatment. 

The eczematous dermatitis is not an uncommon type. It manifests 
itself as a pruritic, crusted or erythematosquaimous dermatitis which is 
localized to some part of the body. It is almost always bilateral and 
symmetrical. With continued treatment it disappears but has a tendency 
to relapse. In one case the recurrent eruption assumed the appearance 
of a lichenoid dermatitis. 

A bismuth dermatitis may resemble very closely pityriasis rosea; 
in fact, it is indistinguishable at the outset. In the few cases under 
observation, the eruption was not generalized but was limited chiefly 
to both sides of the neck, chest and abdomen. It is not preceded by a 
herald patch, nor are there any fawn-colored lesions. The dermatitis 
resolves in about two weeks in spite of continued injections of a bismuth 
compound. It may be accompanied by annoying subjective symptoms, 
such as headache, nausea and vertigo; the headache may persist even 
after resolution of the cutaneous lesions. 

A bullous eruption, limited to the penis, was observed in one case 
a few days after the ninth injection of quinine bismuth iodide. The 
lesions were nonpruritic, tense and about the size of a lima bean. The 
dermatitis disappeared in two weeks, leaving slight atrophy of the skin. 
Two weeks after resolution of the bullae, a genital herpes appeared. 
This disappeared in five days without further relapses. As the bullae 
were beginning to improve, the patient complained of a severe inter- 
mittent headache which persisted for three weeks. The question 
naturally arises as to whether the bismuth, the iodide or the quinine 
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in the compound was the direct cause of this dermatitis. Iodides and 
quinine do not produce atrophy; furthermore, the cutaneous lesions 
which they produce persist only as long as the medication is continued. 
In this case, the lesions disappeared without interruption of the treat- 
ment. The presence of headache and the appearance of herpetic lesions, 
another type of lesion in a relapse, favor bismuth as the etiologic agent. 

A herpes simplex is another cutaneous manifestation of treatment 
with a bismuth compound. It occurs on the lips and genitals; it may 
be seen in both locations at the same time. It resolves within a few 
days without interruption of treatment. 

The following is a summary of the characteristics observed in 
bismuth dermatoses. 

1. A dermatitis may appear at any time during the course of treat- 
ment. The type of lesion most frequently encountered is the miliary 
folliculopapular lesion. 

2. It is most often bilateral, symmetrical and limited to some part of 
the body. 

3. The dermatitis is most commonly of a mild type. Pruritus is the 
chief complaint but in a small number of cases, headache, nausea, 
vomiting, vertigo and weakness are distressing symptoms. 

4. A generalized or local pruritus may precede an eruption. After 
it resolves, a mild pruritus persists indefinitely, but may disappear 
before the termination of treatment. 

5. Two types of eruptions may be seen at the same time and in 
different parts of the cutaneous surface. 

6. The dermatitis resolves in spite of continued treatment with a 
bismuth compound, but it tends to relapse. It is possible for a dermatitis 
to relapse two or three times during a single course of injections. The 
cutaneous lesions may persist in a mild form throughout treatment, and 
resolve of their own accord a few weeks after the injections are stopped. 
In rare instances this cutaneous complication may not be detected until 
a week or more after treatment is completed. 


7. All types of dermatoses change in character when they relapse 
under treatment. The recurrent eruptions do not resemble the original 
one, but assume a different appearance. They resolve more quickly 
than the original one. 


8. Bismuth dermatoses are mild when compared with those pro- 
duced by the arsphenamine group. Unlike arsphenamine dermatitis, 
which always increases in severity and even results fatally if treatment 
is persisted in, bismuth eruptions begin to improve within a few days 
after their appearance, subside gradually despite continued treatment 
and never terminate fatally. This is probably accomplished by gradual 
desensitization ; apparently arsenic cannot produce desensitization. 
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9. The appearance of subjective symptoms at the outset of a 
dermatitis points toward an anaphylaxis as the underlying cause of the 
dermatitis. 

10. A dermatitis may be closely related in time to the appearance of 
other complications. 

In this investigation we purposely continued the injections of the 
bismuth compounds in the presence of a dermatitis so as to determine 
whether a bismuth eruption compares in severity with that produced 
by arsenic when injections of the latter are continued through over- 
sight. The results were astonishing. That a bismuth dermatitis is not 
aggravated but improved with continued injections and that this 
bilateral and symmetrical eruption is almost always localized to some 
part of the body are important points in the differential diagnosis if the 
physician resorts to combined treatment with arsphenamine and bismuth. 
An arsphenamine dermatitis, although it may be localized at first, 
always becomes generalized if arsenical injections are continued. This 
does not apply to a bismuth dermatitis, the presence of which does not 
call for a discontinuation of treatment. In spite of these surprisingly 
favorable results, it is better to adhere to a more conservative policy 
by omitting a few injections of bismuth whenever a complicating 
dermatitis arises. The frequency of dermatoses arising in the course 
of treatment with the various preparations is as follows: bismo-cymol, 
5 per cent; bismuth salicylate in oily suspension, 6 per cent; quinine 
bismuth iodide, 7 per cent; tartro-quiniobine, 10 per cent; bismuth 
sodium tartrate, 19 per cent, and bismuth compounds intravenously, 
11 per cent (average incidence in those receiving intramuscular injec- 
tions, 9 per cent). 

There is a greater tendency for this complication to appear following 
the injection of the soluble salts. A bismuth compound administered 
intravenously produced only one case of a mild dermatitis in the form of 
a herpes simplex of the lip; this appeared twenty-four hours after the 
first injection and resolved in one week. In this same patient, an edema 
of both ankles became apparent a few hours after the fourth injection, 
but it disappeared in twenty-four hours. 


PRURITUS 
A pruritus may be either generalized or limited to some part of the 
body; the former is the more common variety. When it is of a 


localized type, it is bilateral and symmetrical. It is usually mild and 


appears at any time during a course of injections, being first observed, 
in some cases, during the last week of treatment. .\ generalized pruritus 
may be complained of throughout with periods of abatement and 
increased intensity, but in a majority of cases, as with the dermatoses, 
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it disappears within a few weeks, in spite of continued treatment with a 
bismuth compound, only to recur in many instances. If it arises early 
in the course, it most often disappears before the treatment is com- 
pleted. A pruritus may persist without an eruption ever presenting 
itself. Its relation to the complicating dermatoses has already been 
referred to. This symptom is apparently an evidence of a hyper- 
sensitive state, for it not only is seen in the presence of a dermatitis 
but is often associated with a stomatitis and gingivitis as well. 


PTYALISM 


It is unusual for even a mild ptyalism to exist in the absence of a 
stomatitis or gingivitis, but this does occur. When ptyalism arises 
independent of any other oral complication, it makes its appearance 
toward the end of treatment. In an occasional case, it is seen in the 
presence of a complicating dermatitis or pruritus. Its relation to 
stomatitis and gingivitis has already been described. 


LOCAL REACTIONS AT THE SITES OF INJECTION 


Injections of a bismuth compound produce local reactions. The 
degree of local discomfort varies with the suddenness with which the 
drug comes in contact with the tissues. The appearance of a reaction 
is most rapid when a water-soluble compound is injected and least rapid 
in the presence of a lipoid suspension. Regardless of the preparation 
used, a water-soluble one always produces the greatest local inflam- 
matory reaction and is therefore the most painful. On the other hand, 
in the oil-insoluble type, the bismuth is prevented from coming into 
direct immediate contact with the tissues by the presence of a vegetable 
oil; the least discomfort is experienced in these cases. With the same 
preparation and dose, the local pain resulting from these injections varies 
with different persons ; some complain bitterly, while others experience 
little or no pain. This personal equation must be taken into consider- 
ation before one forms an opinion as to whether a product is painful. 

Not only are bismuth sodium tartrate, tartro-quiniobine and bismo- 
cymol the most painful, but they are also the most prone to produce 
local nodule formations. As a rule, these local inflammatory indurations 
are painful and require a much longer time to resolve when produced 
by the aforementioned three compounds. These local painful nodules 
occur more frequently in the female. They persist from a few days 
to six weeks. The incidence of liquefaction necrosis complicating the 
nodules is much greater when a water-soluble or oil-soluble compound 
is used. As regards the local discomfort following injections, bismuth 
salicylate and quinine bismuth iodide suspended in oil are to be pre- 
ferred because not only are they practically painless, but they show 
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much less tendency toward marked inflammatory reactions and lique- 
faction necrosis of the resultant induration. 


SUMMARY AND CONCLUSIONS 


The following statements refer chiefly to results observed following 
intramuscular injections. Any results relating to the intravenous injec- 
tions will be so indicated. 

1. Subjective symptoms are relieved sooner than objective ones ; 
this is often seen within the first twenty-four hours of treatment in the 
presence of both soluble and insoluble compounds. 

2. A favorable therapeutic response in the cutaneous lesions is 
detected earlier with soluble compounds; the difference, however, is a 
matter of only a few days. In most cases, an eruption begins to 
improve within the first week, regardless of whether a soluble or an 
insoluble preparation is injected. 

3. The primary and secondary syphilids heal completely within from 
two to six weeks. Gummatous ulcers require from four to fifteen weeks 
or even longer for completion of the resolving process. 

4. Lesions on the buccal mucosa heal much more rapidly than those 
on the skin. 

5. Considering the dosage, bismuth sodium tartrate is the most 
effective soluble preparation in this series, while bismuth salicylate in 


oily suspension is the best of the insoluble preparations as regards the 
resolution of cutaneous lesions. 


6. In the few cases under observation, intravenous injection of a 
bismuth compound had little effect on the resolving process. In most 
cases, because of frequent relapses, the cutaneous lesions were still 
present after the prescribed course of treatment. This method is 
believed to be not only worthless from a therapeutic standpoint but 
dangerous as well. 

7. Ten per cent of the patients had a mild syphilitic hepatitis, as 
detected by the van den Bergh test. No case of clinical jaundice was 
observed at the beginning of treatment ; none developed under treatment. 

8. In therapeutic dosage bismuth produces a favorable result in 
the presence of a mild syphilitic hepatitis. Despite this, it is advisable 
to inject about half of the average dose in the presence of this condition. 

If there is evidence of a progressive type of dysfunction, even in 
the absence of clinical jaundice, antisyphilitic treatment should be 
stopped until the pathologic state disappears. 

9. During treatment with a bismuth compound evidences of mild 
hepatitis developed in 10 per cent of the apparently normal persons. 
Some of these were in the nature of a Herxheimer reaction. Injection 
of a bismuth compound by the intravenous route is much more toxic 
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to the liver; in 40 per cent of the few cases observed, laboratory evi- 
dences of hepatic dysfunction of a more intense type developed. 

10. At the outset of treatment, 32 per cent of the patients had casts 
in the urine; the finely granular cast was the most common type. 

11. Epitheliuria and casts are indications of renal irritation if they 
appear during treatment. Epitheliuria is often the first indication of 
this condition. 

12. In from 30 to 50 per cent of the cases, casts were detected at 
the end of treatment in persons whose urine was entirely free at the 
beginning. The irritating effect of bismuth is more in evidence during 
the first half of treatment. 

13. Some kidneys are not affected by bismuth even in the presence 
of comparatively large doses. The urine remained cast-free in from 
21 to 33 per cent of the patients. In those receiving smaller doses, for 
example, those given bismuth sodium tartrate, the incidence was 
65 per cent. 

14. Casts present at the beginning of treatment were only slightly 
increased in number in from 5 to 10 per cent of the cases at its termi- 
nation. 

15. Urinary casts, even in large numbers, are no contraindication to 
treatment with a bismuth compound, provided the kidney is functioning 
within normal limits. A large number of casts may be seen in the 


presence of good as well as bad function. The disappearance of casts 
under treatment is no indication of improvement in the renal capacity 
to excrete ; on the contrary, there may be an insufficiency. 


16. Renal function, as determined by the phenolsulphonphthalein 
test, is normal or increased in active syphilis. No case of acute syphilitic 
nephritis or impaired function was present before the institution of 
treatment with a bismuth compound. 

17. In most cases, bismuth compounds have a favorable effect on 
functional capacity. Impaired renal function developed in only 1, 
or 0.7 per cent, of 141 cases in all stages of syphilis, in which the 
course of treatment was completed. This was a case of tertiary syphilis. 

Patients with late syphilis must be scrutinized more carefully because 
the incidence of damaged kidneys is much greater in this stage. 

18. Because of the comparatively small dose injected at each treat- 
ment, bismuth sodium tartrate was the least irritating to the kidneys. 

19. The spirochetal toxemia tends to lower both systolic and diastolic 
pressures. At the beginning of treatment 25 per cent of the patients 
had a systolic blood pressure of 100 mm. of mercury or less ; the diastolic 
pressure was below 70 mm. in but 2 per cent of the cases. This lowering 
of the blood pressure is more pronounced in the female. 
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20. Bismuth, especially the soluble type, tends to lower the systolic 
pressure in normal and hypertensive patients. In this series, bismo- 
cymol was the most effective in this respect, the pressure being reduced 
in 63 per cent of the cases, with an average drop of 17 mm. of mercury. 
The diastolic pressure was slightly reduced and then in only a few 
instances. 

21. Patients with hypotension are improved by intramuscular injec- 
tions of bismuth compounds with the exception of bismo-cymol. 

22. Hypertension is not a contraindication to treatment with a 
bismuth preparation, provided renal function is normal. <A _ rising 
systolic and diastolic pressure over 150 and 100 mm. of mercury 
respectively may be an indication of blood nitrogen retention. Treat- 
ment with a bismuth compound is contraindicated in the presence of 
renal insufficiency. 

23. Most bismuth preparations given by the intramuscular route 
have a beneficial effect on the pulse pressure. Bismo-cymol and bismuth 
tartrate injected intravenously influence it unfavorably. 

24. Bismuth salicylate in oily suspension was most efficient in 
reversing to negative a previously positive Wassermann reaction of the 
blood ; this occurred in 80.9 per cent of the cases. Tartro-quiniobine 
was the least effective in this respect. In the few cases under con- 
sideration, intravenous injection of a bismuth compound was without 
value in reversing a previously positive Wassermann reaction of the 
blood. 

25. A negative Wassermann test of the blood obtained at the half- 
way mark was reversed to positive at the completion of treatment in 
5 per cent of the patients given injections of bismo-cymol, bismuth 
sodium tartrate and quinine bismuth iodide, and in 4 per cent of those 
receiving bismuth salicylate in oily suspension. 

26. Soluble bismuth compounds cause Spirochaeta pallida to dis- 
appear sooner than do insoluble compounds. The organisms disappear 
from open primary and secondary lesions in from two to seven days in 
the presence of a soluble product and in from nine to eighteen days 
when insoluble oily suspensions are injected. 


27. A bismuth preparation injected intravenously is without value 


as a spirocheticide. In one case the spirochetes persisted for fifty-two 


days or after twenty injections. 

28. Bismuth compounds are capable of producing Herxheimer 
reactions. The general symptoms appear within from six to forty-eight 
hours after the first injection. They appear sooner in the presence 
of soluble salts. These reactions may be delayed for as long as three 
weeks, especially in late syphilis. 
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29. Local Herxheimer reactions are usually seen within the first 


four days. They may be delayed three or four weeks in cases of 
tertiary syphilis. 





30. Headache occurring after the first month and any time there- 
after in the course of treatment with a bismuth compound is an indi- 
cation of an allergic condition and is not a symptom of a Herxheimer 
reaction. Other symptoms of anaphylaxis are diarrhea and cramplike 
abdominal pains. 

31. Syphilis produces an anemia of varying degree. Bismuth com- 
pounds affect this condition both favorably and adversely. In a majority 
of cases, the results of treatment with a bismuth preparation are bene- 
ficial, particularly if a small dose of a soluble preparation or a small 
to moderate dose of an insoluble product is injected. In the presence 
of a moderate or severe anemia about half the average dose is injected. 


In this series, bismuth sodium tartrate produced the best response 
as regards the increase of red blood cells, while bismuth salicylate in 


oily suspension was the most effective in elevating the hemoglobin and 
color index. 


32. A blue line of varying degree is present on the gums in prac- 
tically 100 per cent of patients receiving a full course of injections, the 
only exception being those without teeth, in whom a gingival siderosis 
may be entirely absent. 

A blue line is seen sooner and is more intense in the presence of 
dental infection. It may appear within the first twenty-four hours in 
patients given injections of soluble salts. A blue line appears sooner 
if comparatively large therapeutic doses of a soluble compound are 
injected. Gingival siderosis is most intense around infected teeth. 

33. Treatment with a bismuth preparation is not contraindicated in 
the presence of a heavy line on the gums; the dose, however, should 
be reduced. 

34. A gingivitis is most often detected during the last half of treat- 
ment. It is practically always associated with a heavy line on the gums 
and dental infection. 

35. Buccal siderosis, exclusive of the gingival type, predisposes to 
oral complications. It is much more common in those given injections 
of soluble preparations. It was seen in 23 per cent of the patients 
receiving bismo-cymol, while it was not detected in any of those given 
quinine bismuth iodide. 

Stomatitis developed in 58 per cent of those with heavy bismuth 
deposits on the buccal mucosa. 

36. In the presence of oral siderosis of the localized heavy type, 
the dose should be reduced or treatment temporarily suspended. 
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37. Two types of stomatitis are described. This complication, 
appearing during the first few weeks of therapy, is of the more severe 
type. 

The chief factor in the production of stomatitis is the rapid absorp- 
tion of bismuth in large amounts and its comparatively slow excretion. 
Local infection and the hypersensitive state are of only secondary 








importance. 

38. The treatment of stomatitis is described. Sodium thiosulphate 
is not of marked value in the treatment of this complication. If given 
too soon, it is apt temporarily to aggravate the inflammatory process. 

39. Injections of a bismuth compound are contraindicated in the 
presence of all oral inflammatory complications. 

40. Various types of dermatoses are described. The eruptions are 
usually bilateral and symmetrical, and are most often localized in some 
part of the body. They may resolve in spite of continued treatment 
with a bismuth compound, but they have a tendency to relapse. These 
features are important in differentiating a bismuth from an arsphen- 














amine dermatitis. 

41. Despite the improvement of bismuth dermatoses with continued 
injections of compounds of this metal, it is better to adhere to 4 more 
conservative policy and omit a few injections whenever a complicating 







dermatitis arises. 

42. The incidence of dermatitis was 9 per cent in this series of cases. 
It occurred most frequently with bismuth sodium tartrate. There is 
a greater tendency for this complication to appear in patients receiving 






soluble salts. 

43. A pruritus muy either be localized or generalized in extent. It 
may precede a dermatitis or may arise independently and continue as 
such throughout treatment. A pruritus may persist without an eruption 
ever presenting itself. 

44. A mild ptyalism may be seen in the absence of a stomatitis or 
It is occasionally noted in the presence of a complicating 







gingivitis. 
pruritus or dermatitis. 

45. Bismuth compounds produce reactions at the site of injection. 
A water-soluble preparation always produces the most intense local 
inflammatory reaction and is therefore the most painful. The least dis- 
comfort is experienced by patients given injections of insoluble oily 








suspensions. 

46. Local painful nodules are most numerous in the patients given 
water-soluble and oil-soluble compounds. They occur more often in the 
female. They persist from a few days to six weeks. The incidence 
of liquefaction necrosis in these nodules is much greater when they 
have followed injections of water-soluble and oil-soluble compounds. 
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47. The total weekly dose of water-soluble and oil-soluble com- 
pounds should not exceed from 40 to 50 mg. of metallic bismuth. 
Injections should be given twice weekly in doses of from 20 to 25 mg. 
of metallic bismuth. 

48. The total weekly dose of an oil-insoluble compound should be 
about 100 mg. of metallic bismuth. It is customary to inject the total 
weekly dose at one time. 

49. An oily suspension of bismuth is preferable to either a water- 
soluble or an oil-soluble preparation. A 10 per cent suspension of 


bismuth salicylate in a vegetable oil is the most effective preparation 
that we have had the opportunity to study, not only from the standpoint 
of therapeutic efficacy but also as regards the paucity of complications 
following its use. Despite the none too rapid absorption and the com- 


paratively slow excretion of this compound, harmful accumulative ten- 
dencies were not observed. It is an ideal preparation for routine 
clinic use. 

50. Intravenous administration of a bismuth compound not only is 
a dangerous procedure but is absolutely worthless from a therapeutic 
standpoint. This conclusion is drawn from the results in the few 
patients who were treated with bismuth tartrate. 





DIAGNOSTIC VALUE OF THE ORGANIC LUETIN 
REACTION 


AMBLER, M.D. 


DENVER 


Recently interest in a cutaneous test for syphilis has been renewed. 
Favorable reports have been made by several investigators, including 
Muller and Brandt,’ Planner,? Kolmer and Tufts,* Dujardin and Wiser,' 
Arzt and Fuhs,® and Fessler,® all of whom used an organic extract 
prepared from the testicles of syphilitic rabbits. Gandy‘ recently 
reviewed the literature on the luetin test and reported encouraging results 
with organic luetin in a series of 204 patients. 


Probably the first attempt to develop a cutaneous test for syphilis 
was made by Tarnowsky.* In 1877, he improvised a test which con- 
sisted of the application of a caustic paste to the skin. His idea of 
producing a syphilitic phenomenon through irritation of the skin was 
baséd on the supposition that in syphilitic patients lesions of syphilis are 
much more apt to develop in areas that have undergone trauma. 

With the tuberculin test of Pirquet as an example that in certain 


infectious diseases an allergic sensitization to the infectious agent 
develops, the discovery of Spirochaeta pallida prompted certain investi- 


From the Department of Dermatology and Syphilology, Western Reserve 
University, and of the Lakeside Hospital, Cleveland, service of Dr. H. N. Cole. 
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gators, notably, Neisser,® Tedeschi,*° Meirowsky,"* and Nikolas and his 
co-workers,’* to endeavor to perfect a specific cutaneous test for syphilis. 
These experiments were conducted with extracts prepared from various 
syphilitic tissues. The results of this pioneer work, while encouraging, 
were not uniformly successful; it was soon discovered that extracts of 
nonsyphilitic tissue frequently produced similar reactions in the skin 
of persons with syphilis of long standing. 

Little was written on the use of the organic preparations after 
Noguchi ** introduced luetin in 1911. He prepared this from killed 
cultures of allegedly virulent Spirochaeta pallida grown on artificial 
medium. As a control, he used an extract of the culture medium alone. 
This preparation enjoyed remarkable popularity until its nonspecificity 
was brought to the attention of the medical profession by Clausz,’* 
Sherrick,*® Kolmer and his co-workers,'* Cole and Paryzek,** and others. 
These observers found that Noguchi’s luetin would produce reactions in 
patients taking iodides, irrespective of the presence of syphilis. It was 
also discovered that a variety of substances, including normal and patho- 
logic skin, agar, starch and gelatin, when injected intradermally, were 
capable of engendering a cutaneous reaction similar to that produced by 
luetin. This property of the skin of persons with syphilis, especially 
syphilis of long standing, to react to various substances is the so-called 
“Umstimmung,” a term first used by Neisser ** in 1908. 

Stokes ** dispelled the hopes for a specific cutaneous sensitization in 


syphilis; his observations, extending over several years, demonstrate a 
complete nonspecificity of the allergic mechanism of late syphilis. 


9. Neisser, quoted by Noguchi.?3 

10. Tedeschi, E.: Fenomeni di allergia nei sifilitici, cutireazione sifilitica? 
Gazz. d. osp. 29:620, 1908; Ueber Kutis- und Ophthalmoreaktion bei Syphilis, 
Miinchen. med. Wchnschr. 55:2200, 1908. 

11. Meirowsky, E.: Ueber die diagnostiche und spezifische Bedeutung der 
von Pirquetschen Hautreaktion, Arch. f. Dermat. u. Syph. 94:335, 1909. 

12. Nikolas, J.; Favre, M.; Gautier, C., and Charlet, L.: Intradermoréaction 
et cutiréaction avec la syphiline chez les syphilitiques, Lyon méd. 114:621, 1910; 
Compt. rend. Soc. de biol. 68:257, 1910. 

13. Noguchi, H.: A Cutaneous Reaction in Syphilis, J. Exper. Med. 14:557 
(Dec.) 1911. 

14. Clausz, M.: Diagnostiche Versuche mit Luetin-Noguchi, Miinchen. med. 
Wehnschr. 61:1953, 1914. 

15. Sherrick, J. W.: The Effect of Potassium Iodide on the Luetin Reaction, 
J. A. M. A. 65:404 (July 31) 1915. 

16. Kolmer, J. A.; Matsunami, T., and Broadwell, S.: The Effect of Potas- 
sium Iodide on the Luetin Reaction, J. A. M. A. 67:718 (Sept. 2) 1916. 

17. Cole, H. N., and Paryzek, H. V.: The Provocation of the Luetin Test in 
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19. Stokes, J. H.: Modern Clinical Syphilology, Philadelphia, W. B. Saunders 
Company, 1926, p. 30. 
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After Noguchi’s luetin had lost its popularity, several investigators, 
still feeling that the skin of persons with syphilis would show a specific 
allergic hypersensitiveness with the proper antigen, returned to the use 
of organic extracts. Muller and Brandt* introduced a_ preparation, 
“luotest,” which is now apparently enjoying considerable popularity 
abroad. This preparation is made from experimental syphilitic 
granuloma of the testicles of rabbits, an idea based on the work of 
Trossarello *° in 1915. 

Later, Kolmer and Tufts,* studying the allergic phase of syphilis, 
used a similar extract, and concluded that allergic sensitization could be 
demonstrated in syphilis, especially in congenital syphilis. Their work 
was continued by Gandy,’ who obtained positive reactions in about one 
third of his patients with late, latent and congenital syphilis. Gandy 
considered that the principles on which the luetin reaction rests are 
scientifically sound, and interpreted his results as indicative that the 
test is worthy of trial. He expressed the belief that organic luetin will 
prove more useful as a diagnostic aid in the latent phase of syphilis, 
both congenital and acquired, in which serologic evidence is frequently 
lacking. He also suggested that the test may be of some service as a 
guide to therapy, believing that a patient for whom a positive serologic 
reaction has been reduced to negative by treatment, but who still shows a 
positive luetin reaction, is capable of deriving benefit from treatment. 

Reports of foreign workers bear a somewhat more optimistic view as 
to the diagnostic import of the test. Stein,** a co-worker of Miiller, 
stated : “Luotest prepared from syphilitical granuloma in testicles of rab- 
bits is the first really effective, strongly specific and always reliable cuti- 
diagnostic test for syphilis.” 

Arzt and Fuhs,’ in a series of 180 patients showing tertiary syphilis, 
obtained positive reactions in 161, of whom 20 per cent had positive 
spinal fluid. Of 18 persons with negative luetin reactions, 37 per cent 
had positive.spinal fluid. The authors therefore considered a well marked 
allergy of the skin as manifested by a positive luotest reaction to be a 
favorable factor for the prognosis as regards involvement of the central 
nervous system. 

In an article on the use of syphilitic organic extracts as a therapeutic 
measure in malignant syphilis, Planner *® mentioned that those sub- 
stances which would provoke positive reactions with Noguchi’s luetin, 
namely, potassium iodide and sodium bromide, failed to influence the 
organic extracts. He regarded the organic reaction as specific. 


20. Trossarello, M.: Intradermoreaktion bei Lues durch Extrakt aus skrotalen 
Syphilomen von Kaninchen, abstr., Dermat. Wchnschr. 60:58, 1915. 

Luotest has not been accepted by the Council on Pharmacy and Chemistry of 
the American Medical Association. 

21. Stein, R. O.: The Cuti-Reaction in Syphilis and Its Significance in Diag- 
nosis and Therapy, Urol. & Cutan. Rev. 34:65 (Jan.) 1930. 
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Fessler ° reported the results in a series of 300 syphilitic and 150 non- 
syphilitic patients tested with luotest. In 26 patients with active tertiary 
syphilis, he obtained only one negative reaction. In reference to the 
use of the test as a criterion of prognosis, his results agree with those 
of Arzt and Fuhs. Forty-six of Fessler’s patients in whom syphilis 
was of more than three years’ duration, but who showed neither tertiary 
lesions nor manifestations in the central nervous system, submitted to 
lumbar puncture. Of 36 with negative luotest reactions, 13 had a posi- 
tive spinal fluid; of 10 with positive luotest reactions, all had a negative 
spinal fluid, indicating, in his estimation, that patents who exhibit an 
allergy of the skin are relatively immune to cerebrospinal involvement. 
In 150 nonsyphilitic controls, he observed 5 positive reactions, and 
expressed the belief that with this test the percentage of error is smaller 
than with any other biologic test. 

This study was undertaken with the purpose of confirming the 
diagnostic value of organic luetin as found by these various investigators. 


PROCEDURE 

The persons studied were patients in the dermatologic, medical and surgical 
wards of Lakeside Hospital. The Kolmer organic luetin test was performed on 
patients selected at random, soon after their admission to the hospital, without 
knowledge of the clinical diagnosis or of the serologic findings. The luetin used 
was a commercial product prepared according to the method devised by Kolmer, 
from saline extracts of the testicular tissue of syphilitic rabbits, the control product 
being prepared in an identical manner from the testicles removed from healthy 
rabbits.?? 

The material was injected intradermally, midway between the elbow and the 
wrist on the flexor surface of the forearm, the luetin extract being injected about 
2 inches (5 cm.) above the control. Exactly 0.1 cc. of each was given by means 
of tuberculin syringes. Although all patients were observed daily for one week 
or longer, the readings in most instances were taken at the end of forty-eight 
hours. Reactions which showed a pea-sized indurated nodule at the site of the 
injection of luetin surrounded by an intense red areola 5 mm. or more in diameter 
were considered positive if at the site of the injection of the control there was 
only a small papule with slight reddening. The records of all patients tested were 
considered sufficiently complete to warrant their entry into the protocol. 


RESULTS 

Among the 500 cases studied, the interpretation of the reaction was 
questionable, difficult or abnormal in 28 cases (these reactions were all 
classified as negative), an incidence of 5.6 per cent. Twenty of the 
questionable reactions occurred in nonsyphilitic patients. The following 
abnormal reactions were noted: “pseudoreactions” (reaction at the site 
of the injection of the control as well as at that of the injection of 


22. Through the Council on Pharmacy and Chemistry of the American Medical 
Association, the organic Ivetin used in these tests was supplied by the courtesy of 
the Dermatological Research Laboratories of the Abbott Laboratories. 
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luetin), 22 patients; reaction at the site of the injection of the control 
but none at that of the injection of luetin, + patients ; deposit of pigmen- 
tation in the skin, due to hemorrhage into the skin at the site of either 
injection, 2 patients. A large majority of the tests produced large 
urticaria-like reactions at both sites of injection, which usually subsided 
within twenty-four hours; if this abnormal change was still present at 
the end of forty-eight hours, it was classified as a pseudoreaction. 
Besides the aforementioned pseudoreactions, pseudoreactions following 
the administration of iodides occurred in 16 patients (these will be dis- 
cussed later). 

Of the 500 subjects on whom the test was tried, 359 were proved to 
be nonsyphilitic and 141 syphilitic. In the group of nonsyphilitic 


TaBLe 1.—Comparison of Luetin and Serum Reactions in Relation to 
Type of Syphilis 


Positive Positive 
Serum Organie Luetin 
Reactions* Reactions 


RI ie nk bn dedd<dscdenicccccdsesaiodaasideds 3% 26 4 


Early active syphilis: 
Active primary and secondary syphilis........... 
Meningovascular neurosyphilis 
Iridocyclitis 

Late active syphilis: 
Neurosyphilis 
Cardiovascular syphilis 
Tertiary syphilis of skin 
Hepatie syphilis 
Charcot’s joint 

Congenital syphilis: 
Interstitial keratitis 
Juvenile paralysis 
Asymptomatic syphilis 





* Both Wassermann and Kline reactions were positive. 


patients the test was negative in 352, and positive in 7, an incidence of 
false positive reactions of 1.9 per cent. Of the 141 syphilitic patients, 
109 presented negative and 32 positive reactions, an incidence of 23.4 
per cent. The positive reactions in relation to the type of syphilis 
involved are shown in table 1. 

In the first group of 32 persons with so-called latent syphilis, only 
4 yielded positive reactions, an incidence of 12.5 per cent. The majority 
in this group were patients whose blood serum showed positive Wasser- 
mann and Kline reactions on routine examination, with no other evidence 
of syphilis demonstrable. Those with negative blood serum had pre- 
vious hospital records of syphilitic infection. Subjects presenting posi- 
tive cerebrospinal fluid, even though asymptomatic, are not included in 
this group. 

The second group includes all persons with active syphilis in whom 
the disease was of less than four years’ duration. Of 24, only 2 pre- 
sented positive reactions; both had iridocyclitis. Of the 20 patients 
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with active cutaneous manifestations of primary or secondary syphilis, 
7 were also suffering from syphilitic meningitis—none gave a positive 
luetin reaction. 

The third group is comprised of 77 patients in whom late mani- 
festations of syphilis were present. In this group positive reactions were 
noted in 19, an incidence of 24.7 per cent. A number of this group 
presented two or more manifestations of active syphilis; for example, 
2 suffering from cardiovascular syphilis also fell under the classification 
of neurosyphilis. It is noteworthy that those with cardiovascular involve- 
ment alone, 16 patients gave negative luetin reactions. Of 54 
patients with neurosyphilis, 41 gave negative reactions and 13 positive, 
an incidence of positive reactions of 24 per cent. The large proportion 
of neurosyphilis in this series is due to the fact that many patients in 
the dermatologic service were referred to the hospital for malarial 
therapy. 

TasLe 2.—Effect of Treatment on the Reaction of the Skin to Organic Luetin in 
Persons with Latent and Late Syphilis 











Positive Positive 
Serum Organic Luetin 
Treatment Reactions Reactions 
36 (92.3%) 7 (17.9%) 
41 (91.1%) 10 (22.2%) 
21 (63.6%) 13 (39.4%) 





Of 8 patients with congenital syphilis, 1 gave a negative reaction and 
7 positive reactions, an incidence of positive reactions of 87.5 per cent. 
It was noted that reactions occurring in congenital syphilis were usually 
more marked than those seen in acquired syphilis. Of 5 patients with 
interstitial keratitis, all gave positive reactions, while serologic tests were 


positive for only 3. 


EFFECT OF TREATMENT ON THE LUETIN TEST 


The data compiled in table 2 reveal the influence of treatment on the 
results of the luetin test in persons with latent and late syphilis. All 
those who had received the equivalent of 20 injections of arsphenamine 
and 20 injections of bismuth or mercury were regarded as having 
received intensive therapy ; those who had received less than this amount 
were classified as having received moderate therapy. From this table 
one might draw the conclusion that the lesions in a person with syphilis 
of long standing who had received no therapy may be fairly well walled 
off, e. g., in the glands. Under the influence of therapy, these foci may 
be opened and reacting bodies released. and for some time at least 
the luetin reaction may become more positive. At any rate. those 
patients who had received the most intensive therapy gave the highest 
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percentage of positive luetin reactions. On the other hand, the per- 
centage of positive serologic reactions became less. 


INFLUENCE OF IODIDES 


In order to observe the influence of iodides on the luetin reaction, 
the test was repeated on 36 subjects after they had ingested 10 minims 
(0.6 cc.) of saturated solution of potassium iodide three times daily for 
one week; all except 6 of these subjects had negative luetin reactions 
previous to their treatment with iodide. Sixteen patients gave pseudo- 
reactions on the second test, and 2 who had given negative reactions on 
the original test gave positive reactions on the second test. Of the 6 
who originally presented positive reactions, only 3 could be considered 
to have given positive reactions after the ingestion of iodides, it being 
necessary to regard the others as having given pseudoreactions. 


INFLUENCE OF RACE AND SEX 

Table 3 is included to provide a general appraisal of the marked dif- 

ference in the number of positive reactions observed in relation to sex 
and race. 


TABLE 3.—Luetin Reaction in Relation to Race and Sex 


Positive Positive 
Serum Organie Luetin 
Patients Reactions Reactions 


White women 27 20 (74.0%) 12 (44.4%) 
Negro women 19 (95.0%) 7 (35.0%) 
White men 4 45 (81.8%) 10 (18.1%) 


Negro men { 88 (97.3%) 3 ( 7.7%) 


Analysis of the relationship of sex and race to the organic luetin 
reaction furnishes interesting data, though the number of cases is unfor- 
tunately not large. Only 8.1 per cent of the men with syphilis showed 
positive reactions, while the reactions were positive in 40.4 per cent of 
the women with syphilis. The incidence of positive reactions in white 
patients was greater than that in Negroes; 28.8 per cent of the white 
persons with syphilis presented positive reactions, while only 16.9 per 
cent of the Negroes with syphilis reacted positively. A high incidence 
was observed in white women, 44.4 per cent, while the low incidence 
of 7.7 per cent was seen in Negro men. As mentioned previously, 
patients receiving intensive therapy presented more positive reactions 
than those receiving moderate or no therapy. As in general the white 
patients had received more therapy than the Negroes, this fact may 
assist in an explanation of the wide variation between the two races. 
An additional factor which probably has an influence on the low inci- 
dence of positive luetin reactions in the Negro is that the colored skin 
renders the test more difficult to read; thus positive reactions may be 
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easily overlooked. No attempt is made to explain the striking difference 
between the men and the women. Treatment in both men and women 
was approximately the same. 

COMMENT 


The cutaneous reaction obtained by the intradermal injection of a 
luetin extract prepared from the testicles of syphilitic rabbits was 
studied in 500 patients in the hospital, of whom 141 were proved to 
have syphilis. The syphilitic patients were of all ages, and the disease 
was present in all stages. Some of the patients had received varying 
amounts of treatment; others had received no treatment. 

Positive luetin reactions were obtained as follows: total (141 syph- 
ilitic patients), 23.4 per cent; latent syphilis (32 patients), 12.5 per 
cent ; early active syplulis (24 patients), 8.3 per cent; late active syphilis 
(77 patients), 24.7 per cent; syphilitic aortitis and aortic aneurysm (18 
patients), 11.1 per cent ; gummas of the skin (5 patients), 100 per cent; 
congenital syphilis (8 patients), 87.5 per cent, and interstitial keratitis 
and iridocyclitis (7 patients), 100 per cent. 

These statistics in general show a somewhat lower percentage of 
positive reactions than has been reported by other observers; however, 
they roughly conform in proportion to the type of syphilis involved. 
The test is apparently of more value in tertiary cutaneous manifesta- 
tions and in congenital and ocular syphilis. The reaction was par- 
ticularly strong in 5 cases of interstitial keratitis. 

Arzt and Fuhs expressed the belief that a well marked allergy of the 
skin, as shown by a positive luetin reaction, is a favorable factor for the 
prognosis as regards involvement of the central nervous system. The 
results of Arzt and Fuhs were not confirmed by this study; of 47 cases 
of late and latent syphilis in which both the neurologic findings and the 
results of tests of the spinal fluid were negative, 10 presented positive 
luetin reactions, an incidence of 21.2 per cent. This incidence was 
lower, however, than that in 54 cases of neurosyphilis of which 13 pre- 
sented positive reactions, an incidence of 24 per cent. 

Of 19 syphilitic persons (latent and late stages) with negative Was- 
sermann and negative Kline tests of the blood, 5 showed positive reac- 
tions, an incidence of 26.3 per cent. These 5 patients, however, had had 
prolonged and intensive therapy; one with tabes had received treatment 
at intervals for twenty years. 

In correlating the incidence of positive luetin reactions with the 
amount of antisyphilitic treatment the patients had received, it was 
found that those who had received intensive therapy presented the 
highest incidence of positive reactions. Whether this indicates the break- 
ing down of syphilitic foci and the releasing of reacting bodies as a 
result of treatment, I am unable to say. 
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The luetin test was performed on 359 nonsyphilitic patients with 
positive reactions being observed in 7, a rather high incidence of 1.9 
per cent. None of the 7 patients had received iodides or bromides. All 
had negative serologic findings, negative histories and negative physical 
findings. 

In no instance did the administration of iodides or bromides to non- 
syphilitic persons provoke a true positive luetin reaction. Instead, the 
ingestion of iodides apparently caused the production of troublesome 
pseudoreactions in both syphilitic and nonsyphilitic subjects. Although 
the series of patients who had received iodides prior to the luetin test 
is too small to permit the formulation of definite conclusions, fhe results 
indicate that these drugs render the test of less value, as the control 
product as well as the organic luetin had a tendency to react after or 
during their ingestion. 

Gandy considered that organic luetin has chief diagnostic value in 
cases of latent syphilis, both acquired and congenital, in which the 
serum reactions are negative. Additional diagnostic aids are sorely 
needed in this field, but will organic luetin, which yields such a low 
percentage of clearcut positive reactions in untreated syphilis, help 
materially? I am inclined to believe that its general use would only be 
confusing. Examination of the spinal fluid in cases of what is appar- 
ently latent syphilis with negative serum reactions yields as many 
positive reactions, and far more definite information, than the luetin 
test. Cases in which the spinal fluid is negative can be safely kept under 
observation without harm to the patient. The difficulties in reading, as 
I have shown, and the uncertainties of the test, would prohibit the 
diagnosis of syphilis based on a positive luetin reaction alone without 
other evidence. On the other hand, for all practical purposes, repeated 
positive serum reactions, in spite of the absence of other evidence, indi- 
cate syphilis in the latent phase. The presence of a positive luetin 
reaction in a patient with a positive serum undoubtedly fortifies the 
diagnosis of syphilis, but the low incidence of positive reactions obtained 
in cases of latent syphilis renders its value in this field negligible. 

From the results of this report, it seems that the test is valueless 
as a therapeutic guide; apparently the reaction is stronger in those 
patients who have received intensive therapy. Arzt and Fuhs even 
take a view opposite to that of Gandy on the prognostic value of the 
luetin test; they consider a positive luetin reaction a favorable factor 
in regard to prognosis, and administer less therapy to patients with 
positive cutaneous reactions. 

Organic luetin most often evokes a positive reaction in that phase 
of syphilis in which additional diagnostic aids are least needed, namely, 
active tertiary syphilis. Gummas of the skin are usually comparatively 
easy to diagnose, even in the absence of positive serologic tests. The 
therapeutic test usually makes the diagnosis certain. 
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Additional diagnostic measures are urgently needed for the early 
detection of syphilitic aortitis. Unfortunately in the various types of 
cardiovascular syphilis, organic luetin is of little or no value. Of 18 
patients suffering from aortitis or aortic aneurysm, only 2 exhibited 
positive reactions, an incidence of 11.1 per cent. This is identical 
with the result obtained by Gandy in a series of 9 patients with these 
conditions. It is interesting to note that the 2 patients in the series 
from the Lakeside Hospital who presented positive reactions had con- 
current asymptomatic neurosyphilis. 

The test apparently has no value in early syphilis, although Planner 
claimed to have obtained positive reactions in malignant syphilis. 

In iridocyclitis and interstitial keratitis, organic luetin has a definite 
place as a diagnostic aid. Although the series of cases is small, it seems 
justifiable to draw fairly definite conclusions, as in all there was a well 
marked reaction. Five patients suffering from interstitial keratitis and 
2 from acute iridocyclitis showed positive reactions, in each case the 
site of the reaction being greater than 3 cm. in diameter. Two of these 
reactions were positive in patients with negative Wassermann and Kline 
reactions of the blood. Two patients who presented ocular involve- 
ment, resembling interstitial keratitis, but which later proved to be 
tuberculous, yielded negative luetin reactions. They also had negative 
serologic findings. The reaction was also negative in an additional 
case of phlyctenular ophthalmia and in one case of nonsyphilitic corneal 
ulcer. These results agree with the statistics of Fessler, who obtained 
positive luetin reactions in all of his 8 cases of interstitial keratitis. 


SUMMARY 


It may be concluded from this study that organic luetin as it is now 
prepared from syphilitic rabbit testicles is not of sufficient diagnostic 
value to warrant its general use. There is even a certain danger of 
false positive reactions in nonsyphilitic persons, as in the series from 
Lakeside Hospital in which the incidence was 1.9 per cent. More- 
over, one occasionally has difficulty in interpreting the reactions, or 
pseudoreactions. These two factors would be especially important if 
the test were to be generally employed in medical practice. Moreover, 
pseudoreactions are more frequent if iodides have previously been 
ingested. In the field of latent syphilis, of cardiovascular syphilis and 
of syphilis of the central nervous system, where a positive test would be 
most desirable, the value of the test was far below that of serologic 
examinations. However, it is suggested that in the limited field of 
ocular syphilis, especially interstitial keratitis and iridocyclitis, it may 
have a place in differentiating these conditions from other nonsyphilitic 
ocular diseases. 


646 Metropolitan Building. 





AMEBIASIS CUTIS 


REPORT OF A CASE 


STANLEY CRAWFORD, M.D. 
PITTSBURGH 


The ameba was discovered in 1755 by August Johann Roesel von 
Rosenhof (1705-1759) of Neuremberg, Germany. Roesel, the only name 
he used, was a painter of miniature portraits, who became interested 
in insects in his early life and devoted his remaining years to their 
study. While invalided with partial paralysis of his right arm from 
apoplexy, he discovered what he called “the lesser proteus,” as he con- 
sidered it related to the proteus (infusoria) described by Henry Baker 
in his “Employment for the Microscope” (London, 1753). Roesel did 
not recognize the nucleus and the contractile vacuole. In his monthly 
publication /nsect Diversions,’ which was continued after his death, his 
description and original delineations of “the lesser proteus” were 
recorded. The name “amiba” (a Greek word meaning changeable 
form) was given to Roesel’s “small proteus” in 1822 by Baron Bory 
de Saint Vincent in his “Dictionaire classique de l’histoire naturelle” 
and was changed to amoeba by Ehrenberg in 1830. Lambl, in 1860, 
and Lewis, in 1870, described amebas as a cause of dysentery. In 1875, 
Loesch found amebas in a case of ulcerative colitis and described two 
types of organisms, a pathogenic and a nonpathogenic variety. This 
was followed by much discussion regarding the actual pathogenicity of 
amebas and the varieties found. Dysentery associated with amebic 
infestation was found to be quite common in tropical and subtropical 
countries and frequent in Germany, Russia and other countries of 
Europe. In 1891, Councilman and Lafleur * of the Johns Hopkins 
Hospital introduced the term ‘“‘amebic dysentery” to designate a disease 
which they declared to be caused by the pathogenic Amoeba dysenteriae. 
Amoeba coli they held was harmless. 

In 1903, Schaudinn * finally proved that there were two varieties of 
amebas, which he called “entamebas,” since they were found in the 
bowel: a pathogenic variety to which he gave the name “Entamoeba 
histolytica,” because it ingested tissue and red blood cells and produced 


1. Roesel, A. J.: Monatl. Insekten-Belustigungen 3:101, 1775. 

2. Councilman and Lafleur: Johns Hopkins Hosp. Rep. 2:395, 1891. 

3. Shaudinn, F.: Arb. a. d. k. Gsndhtsamte. 19:547, 1903. (In experimenting 
on himself with E. histolytica, a periproctitic abscess and general septic infection 
developed, from which he died on June 22, 1906, at Hamburg. Schaudinn had 
discovered Spirochaeta pallida the previous year.) 
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dysentery and abscess of the liver, and a nonpathogenic variety, which 
he called “Entamoeba coli.” Thereafter E. histolytica was frequently 
reported in cases of dysentery, ulcerative colitis and hepatic abscess. 
There are several workers who still regard the ulcerations of the bowel 
to be due to E. histolytica in conjunction with bacteria, but the majority 
consider tke former the sole agent in the process. 

E. coli and E. histolytica are both of world-wide distribution, being 
found in certain inhabitants of every part of the globe. Craig * stated 
that at least 1 per cent of the population of the United States harbors 
E. histolytica. The human hosts of these endamebas are frequently 
healthy, a fact which supports the belief of some investigators that a 
bacterial as well as an amebic process is the etiologic basis of the 
amebiases showing the dysenteric or ulcerative forms of colitis. The 
natural habitat of E. coli and E. histolytica is the human colon, where 
the life cycle of this protozoan develops from the cyst to the adult 
trophozoite. The cyst stage is often encountered in water or on vege- 
tables or fruit and is transmitted from one site to another by flies. 
Adult trophozoites may be deposited on vegetables by human fecal 
material and may thus be transmitted to another host. Thus human 
amebiasis is acquired by the ingestion of green vegetables or water 
infested with amebas in either the cyst or the trophozoite stage. When 
the cysts are ingested they develop into adult trophozoites in the colon 
of the host, and both stages are found in the stools. 

The histolytic endamebas lodge in the mucosa of the colon, where 
they may ingest tissue and red blood cells and produce a local edematous 
inflammation which becomes necrotic and sloughs off, leaving an uneven, 
crater-like ulcer with a ragged, undermined edge. The organisms 
thrombose the local venous supply, increasing the necrotogangrenous 
process, which may eventually rupture into the peritoneal cavity. Those 
lodged in the veins enter the portal circulation and gain entrance to the 
liver, where hepatitis or abscess follows. EEndamebic abscess may also 
occur in the spleen. The colonic ulcers heal by scar formation, which 
often constricts the bowel at the site. An abscess of the liver may 
develop until it is drained surgically or ruptures. Maxwell * said that 
60 per cent of amebic abscesses of the liver rupture into the lung and 
the pleura, 20 per cent rupture into the peritoneal cavity and 15 per cent 
into the stomach and the intestines and 2 per cent rupture externally 
through the thoracic or the abdominal wall and through the skin. 


Most of the cases of cutaneous amebiasis have been reported in 
tropical medical literature ; a few in European and American literature. 
The majority of these cases have occurred as a phagedenic or gangre- 


4. Craig, C. F.: The Amebiasis Problem, J. A. M. A. 98:1615 (May 7) 1932. 
5. Maxwell, in Jeffreys and Maxwell: Diseases of China, Philadelphia, P. 
Blakiston’s Son & Co., 1910, p. 244. 
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nous involvement of a skin wound in the chest or abdominal wall follow- 
ing surgical drainage of an amebic abscess of the liver. Cases of this 
type have been reported by Carini,® Daborn and Heyman,’ Heyman and 
Ricou,* and Engman, Jr., and Meleney.® 

Heimburger '° reported a case of amebic ulceration of the skin in 
the right iliac region of a Chinese man following the rupture of a 
fistulous tract leading from an amebic abscess of the liver. Marwits 
and Van Steenis '' also reported an amebic ulceration in the skin of the 
right iliac region following surgical incision and drainage of a pericecal 
abscess. 

Christopher '* reported a case of gangrenous ulceration of the skin, 
probably due to E. histolytica, which began as an extremely tender sub- 
cutaneous abscess near the wound following a rib resection for 
empyema. 

Cole and Heideman** reported a case of cutaneous ulceration due 
to E. histolytica in a wound following appendectomy with drainage. They 
considered similar cases of gangrenous appendectomy wounds reported 
by Cullen,** Brewer and Meleney ** and Shipley ** as probably due to 
the same cause. 

Engman and Meleney ® recorded a case of ulceration of the abdomi- 
nal wall and skin, following surgical resection of the colon, produced 
by E. histolytica. 

A case of multiple cutaneous ulcerations ascribed to E. histolytica 
which occurred independently of any visceral amebiasis was reported by 
Engman, Sr., and Heithaus.'* Multiple deep abscesses ruptured and 
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developed into ulcers several centimeters in diameter. The floors of 
the ulcers were covered with necrotic tissue and the edges were under- 
mined, irregular and infiltrated. The discovery of E. histolytica in the 
stools of the patient led to recovery of the organism from the pus of 


the ulcers. 
Amebic abscess, fistula and ulceration of the buttocks have been 


reported by Maxwell ** and van Hoof.’® 

A case of amebic ulceration of the buttocks which began at the anus 
in association with amebic colitis spread peripherally and later devel- 
oped a secondary extension on the anterior surface of the right knee is 
considered of sufficient interest to record. 


REPORT OF CASE 


F. L., a Negro woman, aged 40, when first seen had an extensive ulceration 
over the cutaneous surface of both buttocks. The pracess began four years pre- 
viously as a tender abscess to the right of the anus. The abscess ruptured after 
several weeks, discharging a thick, yellowish-brown pus. The margins of the area 
of the ruptured abscess commenced to ulcerate and to extend peripherally, and 
they soon encircled the anus with an exceedingly painful infiltrated margin. The 
process gradually spread across both buttocks laterally from 16 to 20cm. The tissue 
about the anus after two or three years became a hard fibrous scar and caused 
the anal opening to be drawn 2 or 3 cm. to the right of its normal position. Por- 
tions of the scar were depigmented. Active ulceration beyond the scar tissue of 
both buttocks continued. The right buttock continued to ulcerate along the outer 
portions of the scar producing an irregular necrotic area with markedly undermined, 
dusky red, infiltrated margins. This extended vertically about 30 cm. and varied 
in width from 7 to 15 cm. The portions of the ulcers which were active were 
excruciatingly tender, while the portions which were inactive became dense fibrous 
tissue. The activity of the ulcerating borders varied at different portions. The 
skin over the firm, infiltrated portions was dusky red, the color fading gradually 
in the normal skin. The outer edge of the scar over the left buttock showed an 
irregular ulceration extending laterally 12 cm. and vertically 7 cm. There was 
a smaller area of ulceration along the lower portion of the scar. The floors of the 
ulcers were covered with an adherent, glairy, dirty yellow, necrotic exudate which 
when removed forcibly left a bleeding, granular surface. Pus expressed from 
beneath the undermined edges and scrapings from the marginal walls or the floors 
of the ulcers repeatedly showed many endamebas. Microscopic section of the tissue 
of the active border showed endamebas. Small ulcerations occurred at times in the 
scar tissue of the gluteal fold above and below the anus. All the lesions were so 
painful that the patient could scarcely walk and was able to get comfort only by 
lying on her abdomen. The stools were laden with the organisms. Periodically 
she had attacks of diarrhea, and at times passed small amounts of pus from the 
bowel which caused me to suspect an amebic ulcer in the sigmoid or rectum. There 
were no abdominal symptoms or any discoverable abscess of the liver. Local dress- 
ings with various solutions such as quinine, permanganate and surgical solution of 


18. Maxwell: Fistulous Diseases of the Buttocks, Tr. Soc. Trop. Med. & Hyg. 
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chlorinated soda (Dakin’s solution) produced no improvement. High enemas of 
quinine solution and several intensive courses of injections of emetine hydrochloride, 
which was also given by mouth, did not stop the process and caused only a tem- 
porary lessening of the amebas in the stools. Emetine hydrochloride was given 
intravenously in doses of 1 grain (0.065 Gm.) daily for eight days, and the course 
was repeated after a rest period of from two to three weeks. The walls of the 
ulcers were widely excised five times at varying intervals, but active ulceration 
recurred after each excision. Later a gummatous infiltration developed over the 
right knee which broke down and discharged yellow serous pus through several 
small, thin-edged openings from 4 to 8 mm. wide. Repeated examination of the 
pus from these openings failed to show endamebas, but the clinical appearance and 
course of the lesion caused me to suspect strongly that it was produced by these 
organisms. The lesion on the knee healed after several weeks, during which a 
course of injections of emetine hydrochloride was given. Tests for occult blood in the 
stools were positive on several occasions. Blood cell counts averaged as follows: 
erythrocytes, 4,200,000; hemoglobin, 80 per cent, leukocytes, 9,000; polymorpho- 
nuclears, 74 per cent; lymphocytes, 22 per cent; eosinophils, 2 per cent, and mono- 
nuclears, 2 per cent. The Wassermann reaction of the blood and the tuberculin 
reaction were negative. The results of the urinalyses were normal. The tempera- 
ture averaged from 98 to 99 F.; the pulse rate was 70 and the respiratory rate 
was 18 per minute. 
CLINICAL SUMMARY 

Amebiasis cutis frequently commences as an excruciatingly tender 
subcutaneous abscess which eventually ruptures and discharges a thick, 
yellowish or yellowish-brown pus of a viscid, glairy consistency. The 
borders of the ruptured abscess gradually become undermined and infil- 
trated and are dusky red; the zone of redness assumes a lighter color 
peripherally, which fades gradually into the normal skin. The free 
edge of the bordering wall is thin, necrotic and dirty yellow, and though 
quite adherent can be stripped off. The wall of the ulcer is irregular 
and assumes a festooned outline because of its varying degrees of 
activity. Portions that have sloughed off may become quiescent and 
gradually heal with tough scar tissue. The raised, rounded, infiltrated, 
actively spreading portions are extremely tender to touch. The floors of 
the ulcers show a moist, sodden, dusky red, granular surface covered 
with a thin, sticky, necrotic adherent dirty yellow membrane which, 
when pulled away, leaves a bleeding surface. Pus expressed from 
beneath the overhanging margins or scrapings from the eroded portions 
of the advancing wall reveal actively motile: E. histolytica in fresh 
preparations. Stained microscopic sections from the walls of the ulcer 
may or may not reveal endamebas. They appear much shrunken in 
size and are not easily discernible among the tissue and infiltrating cells. 


ENDAMOEBA HISTOLYTICA 


In fresh preparations the adult trophozoite of E. histolytica is 
smaller and more refined than that of E. coli. It has a finely granular 
cytoplasm, and its hyaline pseudopodia are extruded with a quick pro- 
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pulsive movement. The glycogen structure on which the organism feeds 
is a rounded or ovoid homogeneous mass usually placed excentrically in 
the cytoplasm. The nucleus of the trophozoite or cyst, which is not 
always seen, has a rim of fine granules and contains a small central 
granule-like karyosome from which radiate fine chromatin filaments to 
the rim. At times the nuclear rim shows heavy granules massed like a 
crescent at one side. The trophozoite rapidly ingests red blood cells 
and forms the hemoglobin into globules. It probably has a lytic power 
which prepares tissue cells for ingestion. The cysts have from one to 
four nuclei; a mass of glycogen is often seen in the cytoplasm, also 
two long deeply staining sausage-shaped chromatoidal bodies with 
rounded ends which become smaller and shorter as the cyst ages toward 
the trophozoite stage. 
COM MENT 

A review of the reported cases of amebiasis cutis reveals that the 
majority originate in the wound following surgical drainage of an 
amebic abscess of the liver. The next site most frequently involved is 
the skin wound following appendectomy with drainage in the presence 
of E. histolytica in the colon. Amebic colitis or dysentery may or may 
not be present. Ulceration and fistulas in the buttocks in association 
with amebic colitis or dysentery probably forms the third group in 
numerical frequency. The rarest cases are those without visceral asso- 
ciation. 

SUMMARY 

A case of extensive amebic ulceration of both buttocks is reported 
which began as an amebic abscess in the perianal region in association 
with amebic colitis. After rupture of the abscess the ensuing ulceration 
spread over both buttocks in a period of four vears, leaving a tough 
fibrous scar in healed areas, while active areas persisted peripherally in 
spite of treatment with emetine hydrochloride and excision. 
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AN UNUSUAL DERMATOSIS FOLLOWING SECTION 
OF THE FIFTH CRANIAL NERVE 


ADOLPH B. LOVEMAN, M.D. 
Instructor in Dermatology and Syphilology, University of Michigan 
Medical School 


ANN ARBOR, MICH. 


Postoperative complications following radical operations for tic 
douloureux are comparatively rare (Peet'). According to Adson,* the 
most frequent sequelae are paresthesia, keratitis, iritis, conjunctivitis 
and ocular palsy. Other complications mentioned by Peet! are herpes, 
dryness of the nasal mucous membrane, facial paralysis and_ the 
occasional occurrence of trophic ulcers at the nasal margin and the lips. 

Cutaneous alterations are exceedingly rare. Becker,*® in his review 
of 107 cases of removal of the gasserian ganglion or section of the 
posterior root, taken at random from the French, German and English 
literature, found only 5 cases in which cutaneous lesions occurred. In 
none of these cases were trophic ulcerations observed. Becker reported 
a case of eczematoid dermatitis on the right side of the face following 


section of the posterior root of the trigeminal nerve. Netherton * 
recently reported a somewhat similar case. 

Cases of dermatitis following injury to the nerves have been reported 
by Bruck,® Becker,* Zeisler,®° Mitchell,” Kristjansen,* Herrick * and 
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others. The first two authors reviewed the literature extensively. 
Scleroderma has also been reported as a sequel to damage to the nerve 


by Kingery.’® 


The histologic and clinical resemblance to carcinoma was so striking 
in the case herein reported that the literature was searched for evidence 
of carcinoma following injury to the nerves. I was unable to find such a 
case. Because of the nerve distribution in this case, the literature was 
also reviewed in order to determine the frequency of zosteriform car- 
cinomas. These cases are rare, but have been reported by Adamson," 
Mackee,"* and Kiess.'* 

No case similar to the one herewith reported has been found in an 
extensive search through the literature. 


REPORT OF CASE 


History —Mrs. C. K. entered the University Hospital on July 3, 1928, with a 
chief complaint of pain involving the entire left side of the face. She gave a 
typical history of attacks of trifacial neuralgia for the past eight years. She had 
previously received injections of alcohol into the mandibular and maxillary branches 
of the trigeminal nerve with temporary relief. The past history revealed nothing 
of significance. Physical examination gave essentially negative results except 
findings consistent with a diagnosis of tic douloureux. 


Course —On July 6, the patient had a radical resection of the sensory root of 
the gasserian ganglion. There were no immediate postoperative complications 
other than an inflamed and slightly purulent conjunctiva on the left. This sub- 
sided on the third or fourth day, and the patient was discharged on the ninth day 
free from pain. 

On August 25, the patient returned to the clinic complaining of a red nose 
and ulcers inside the left naris. Examination in the department of otology revealed 
a trophic ulcer of the left nostril with secondary infection, and inflammation of the 
skin of the left side of the nose. Conservative treatment was employed. The 
patient was examined two months later in the department of dermatology and 
syphilology, at which time the foregoing diagnosis was substantiated. 

On March 27, 1929, she reentered the clinic because of swelling of the left 
lower eyelid and a discharge from two lesions on the left upper portion of the 
forehead. Examination in the department of ophthalmology revealed an angio- 
neurotic edema, and examination in the department of dermatology revealed two 
superficial dime-sized ulcers above the hair-line in the posterior frontal area. These 
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were covered with a purulent necrotic slough. The patient had recently used a 
curling iron on the hair, and at the time these lesions were erroneously regarded 
as burns. 

The patient was not seen again until June 1, 1932, at which time she entered 
the clinic because of rather extensive ulcerations over the left side of the nose, 
forehead and scalp. She stated that shortly after the appearance of the two 
ulcers previously noted blisters began to manifest themselves over the left side 
of her scalp, forehead and nose, and that soon these lesions ulcerated. Shortly 
thereafter she observed that the hair on the scalp began to fall out in this distribu- 
tion. The ulcers in the eyebrow and the skin overlying the upper portion of the 
nose had appeared only from two to three months previously. 





Fig. 1—Before roentgen treatments. Note the carcinomatous-like ulcer near 
the left temple. 


Examination on June 1 revealed lesions confined roughly to areas supplied by 
portions of the upper branches of the left fifth cranial nerve, as shown in figure 1. 
For the most part, the lesions involved the left frontal and temporal areas, extended 
posteriorly about 3 inches (7.6 cm.) from the hair-line, down over the left side 
of the forehead, and involved the inner surface of the left eyebrow, the nasal cavity 
and a small pea-sized area to the left of the ala nasi. The involved area consisted 
of an underlying erythema, superimposed on which there were numerous confluent 
atrophic scars surrounded by some hyperpigmentation. In addition, numerous 
superficial ulcerations were noted covered with a sero-hemorrhagic crust. These 
ulcerations assumed bizarre shapes and varied in size from that of a butter-bean 
to semilunar configurated areas measuring 5 inches (12.7 cm.) in length and 
44 inch (1.9 cm.) in the widest diameter. Some of the ulcerated areas felt infil- 
trated, and the borders of one or two of these were raised and slightly everted. 
The resemblance of some of the ulcers to carcinoma was rather striking although 
not absolutely characteristic. Ulcerations were also noted in the left nasal cavity, 
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and part of the ala nasi had been destroyed. The skin underlying and between 
the ulcerated areas appeared somewhat bound down and scleroderma-like, There 
was a complete alopecia of the scalp in the areas in which the foregoing changes 
were observed. There was present an easily palpable submaxillary gland on the 
left side, the size of a walnut. 

A tentative diagnosis of extensive trophic ulcers with superimposed carcinoma 
was made. 

Histopathology.—A report on the biopsy was made by Dr. C. V. Weller of 
the department of pathology. There was a benign epithelial hyperplasia charac- 
terized by deeply growing masses of epithelial cells showing central cornification 





Fig. 2—Low power photomicrograph showing benign 
and deeply growing masses of epithelial cells with central corni 


and a well differentiated basal layer. The sections showed no areas which c 
be considered definitely carcinomatous. The larger cell nests showed a peculiat 
swelling of the cornified cells in the center of the type suggesting the chan 
found in certain infectious diseases characterized by cornification, such as 


“a9 


plantar wart and molluscum contagiosum. This suggested a possible 


On the other hand, the proliferation differed more in degree than 
4 


that found at the borders of chronic ulcers. Considering the preceding lesic 


the nerve, Dr. Weller thought that it was probable this was essentially a reparative 


proliferation associated with so-called trophic ulceration, an 

to the term pseudo-epitheliomatous hyperplasia (figs 
Sections were sent to Dr. Hamilton Montgomery for 

that the changes were those of moderate acanthosis and 


plasia rather than of a mali 
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Fig. 3—Higher power photomicrograph showing acanthosis, cell nests and 
epithelial hyperplasia. 





Fig. 4—Four months after roentgen therapy, showing healing and appear- 
ance of small pearly cysts. 
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Laboratory Data.—The Kahn test of the blood was negative. Urinalysis and 
further examinations of the blood gave negative results. 

Treatment.—The patient was referred to the department of roentgenolog) 
where the following treatment was administered: On June 4, the patient received 
2,000 roentgens (measured in air) with the Victoreen instrument (caustic dose) 
with 135 kilovolts, 5 milliamperes, 55 milliampere minutes, 30 cm. focal skin 
distance and no filter. The field exposed to the rays measured 2 by 2 cm. and 
was centered around two lesions on the left lateral side of the forehead. On June 
18, the lesions had cleared wonderfully. The patient received 650 roentgens 
(measured in air) with a Victoreen dosimeter as before with the following fac- 
tors: 135 kilovolts, 5 milliamperes, 120 milliampere minutes, 30 cm. focal skin 
distance and 0.25 mm. copper and 1 mm. aluminum filter. The field exposed to 
the rays measured 5 by 5 cm. and was centered around two lesions in the left 
frontal region. The patient returned on October 31, considerably improved, with 
reduction in the size of the lesions. Four areas were treated with a technic 
similar to that given on June 18, with the exception that a large lesion at the 
hair-line received only 400 roentgens. In addition to this treatment, the patient 
was given ointment of ammoniated mercury, U. S. P., to be used locally twice 
daily. 

The patient was not seen again in the clinic until October 31, at which time 
all of the ulcers had healed except a few small ones on the scalp and those within 
the nasal cavity (fig. 4). However, following roentgen therapy she had noticed 
numerous pinhead-sized, pearly papules on the forehead. Biopsy specimens were 
taken at this time from one of the pearly cystic lesions and also from the nasal 
cavity. The former revealed merely cystic changes, whereas the latter showed 
chronic inflammation with slight epithelial hyperplasia. The patient was last 
examined on Jan. 6, 1933, at which time all of the cutaneous lesions had healed. 
There were still some small ulcerations within the nose, but this condition like- 
wise had improved greatly under conservative therapy. 


COMMENT 


At the time the patient was presented, there were three major clinical 
diagnostic possibilities, namely, trophic -ulcerations, trophic ulcers with 


a superimposed carcinomatous degeneration, and a possible factitious 


dermatitis. 

The fact that the lesions were so sharply limited to the anesthetic 
area, were unilateral and followed roughly the nerve distribution makes 
a diagnosis of dermatitis factitia untenable. Furthermore, the fact that 
the condition responded to roentgen therapy and failed to recur adds 
to the improbability of such a diagnosis. 

Carcinoma was ruled out only after careful histologic studies. In 
fact, such large doses of roentgen rays were given because of the original 
opinion that the changes were epitheliomatous. 

In view of the previous damage to the nerve. the superficial nature 
of the lesions and their zosteriform distribution. I believe a trophic 
disturbance best explains their occurrence. Just why the lesions 
responded so rapidly to roentgen therapy. I do not know. 
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SUMMARY 


A rare sequel to radical operation for tic douloureux 1s reported. 
This complication took the form of a zosteriform ulceration and alopecia 
in the area of anesthesia produced by the operation. Clinically, some of 
the ulcers resembled carcinomas, but histologically revealed only acanth- 
osis and pseudo-epitheliomatous hyperplasia. Following roentgen 


therapy, all of the ulcers healed. 





EXTRAGENITAL INFECTION WITH THE VIRUS OF 
LYMPHOGRANULOMA INGUINALE 


WILLIAM CURTH, M.D. 


NEW YORK 


The fourth venereal disease, lymphogranuloma inguinale (synonyms 
—climatic bubo, strumous bubo and lymphopathia venerea), has recently 
attracted much attention in this country, as is shown by the increasing 
number of publications and demonstrations on this subject. 

The transitory nonsyphilitic primary lesion on the penis with the 
subacute inflammation of the inguinal lymph nodes, followed, if 
untreated, by suppuration and by formation of sinuses of many months’ 
duration, has been observed in various parts of the United States. 

The fact that Wolf and Van Cleve observed fifty-eight cases in 
Cleveland in less than two years indicates that the disease is prevalent, 
and suggests that the apparent rarity of cases in other communities may 
be due to incorrect diagnosis. For instance, as late as 1927, there 
appeared a description by Barber and Coogle * of five cases in Mississippi 
under the name of “non-tuberculous granulomatous lymphadenitis.” 
The authors apparently were unaware that their clinical (and in one 
case their histologic) description was characteristic of the disease 
described by Nicolas, Durand and Favre as lymphogranuloma inguinale, 
though they recognized the similarity of the condition to that formerly 
called climatic bubo. 

The diagnosis of this disease was placed on a more secure basis by 
Frei with his discovery of an apparently specific test, which is now 
widely used. Pus is obtained from an inguinal gland under sterile 
precautions (preferably a gland which is about to perforate), then the 
pus is diluted with physiologic solution of sodium chloride from four 
to five times, and heated at 60 C. for two hours one day, and for one 
hour the next day. The material is tested for sterility by aerobic and 
anaerobic culture, and then employed as an antigen for an intradermal 
test. Patients suffering from lymphogranuloma inguinale and those 
who have had the disease previously give a definite reaction after forty- 
eight hours with formation of a papule from 0.75 to 1 cm. in diameter, 
sometimes surrounded by an erythematous halo from 2 to 3 cm. in 
diameter. This test is now widely employed in all the larger clinics. 


From the Department of Dermatology, Vanderbilt Clinic, Columbia University. 
1. Barber, M. A., and Coogle, C. P.: Pub. Health Rep. 42:1306 (May 3) 


1927. 
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The great majority of authors believe the Frei test to be specific for 
lymphogranuloma inguinale. It was with the aid of this test that | 
could diagnose lymphogranuloma inguinale in a puzzling case in which 


the picture was quite different from the classic one heretofore described. 


REPORT OF CASE 


E. Z., a man, aged 45, born in Poland, was referred to the Vanderbilt Clinic 
by Dr. S. M. Kaufman on June 22, 1932, with a lesion on the tip and the sides of 
his tongue, accompanied by a unilateral swelling of the cervical glands. He 
admitted unnatural exposure (cunnilingus) with a Negress ten days previous 
to the appearance of a “blister” on the tongue. A few weeks later the glands of 
the left side of the neck began to enlarge. Darkfield examination of the tongue by 
his local physician gave negative results, and a Wassermann test was reported as 











Patient with lymphogranuloma inguinale showiug primary lesion on the tongue 
and cervical adenitis before incision of the nodes. 


one plus. Treatment with three injections of neoarsphenamine and four of 
bismuth was administered, but in spite of this medication the glands continued to 
enlarge, and the lesion of the tongue increased in size. 

On first examination the tip and the left side of the tongue showed a superficial, 
irregularly outlined, eroded area (about 3 by 5 cm.), with redness, swelling and 
slight infiltration, covered with grayish-yellowish pus. There was no marked 
tenderness. The hard enlargement and the bluish-red color of the syphilitic 
primary lesion were notably absent. There was a huge mass in the neck due to 
swelling of the left sublingual, submaxillary and deeper cervical glands. This was 
generally somewhat hard on palpation, but the glands at the angle of the jaw 
showed beginning fluctuation. . The skin here had turned red, and the whole area 
felt hot and tender. There was no involvement of the lymph nodes of other parts 
of the body and no internal pathologic findings; the reflexes were normal, and 
the genitals were free from pathologic changes. 
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With Professor Buschke, I * reported a similar case from the clinic 
of the former in Berlin. I was immediately impressed with the simi- 
larity of these two cases of extragenital origin. The Frei test on the 
patient reported here gave, after forty-eight hours, a definitely positive 
reaction. Two different Frei antigens were tested later, which invariably 
gave the same result. An antigen prepared with pus from the glands of 
the neck also gave positive reactions in persons with acute manifestations 
of lymphogranuloma inguinale, in persons with only the history of such 
an infection, in persons with anorectal syphiloma and also in persons 
with strictures of the rectum due to lymphogranuloma inguinale. 

The superficial character of the lesion on the tongue and the suppura- 
tion of the nodes seemed to exclude the diagnosis of syphilis. Dark- 
field examination and Wassermann and Kahn reactions were negative 
on several occasions. It is not an uncommon experience to find transi- 
tory weakly positive Wassermann reactions in cases of lymphogranu- 
loma inguinale. This fact probably explains the one plus reaction 
obtained by the first physician who examined this patient. 

Extragenital infection with chancroid could be ruled out, as smears 
for Unna-Ducrey’s bacillus were negative and the intradermal test with 
chancroid bacilli-vaccine (dmelcos) was negative. Biopsy of the lesion 
of the tongue showed only chronic inflammatory changes. Examination 
of a piece of tissue later removed from a sinus of the neck unfortu- 
nately did not show any lymphoid elements. 

No evidence of tuberculosis, syphilis, actinomycosis, blastomycosis 
or carcinoma could be found in the sections. A guinea-pig inoculated 
with tissue showed no tuberculosis. 

While the patient was under observation, the nodes on the left side 
of the neck increased in size, gradually softened and broke down. The 
patient became discouraged and entered the Bellevue Hospital in the 
surgical service of Dr. Livingston, through whose courtesy it was possi- 
ble to follow the case and to make further examinations. The glands 
were treated by incision and drainage, and after three months the various 
sinuses which had formed during this time healed with scar formation. 
The tongue still showed an enormous swelling of the entire anterior 
third with persisting ulceration of the surface which has resisted every 
method of treatment so far. 


Sulzberger, in a discussion of this case when it was presented before 
the Section on Dermatology of the New York Academy of Medicine, 
compared the condition of the tongue to the elephantiasis vulvae or 
esthiomene which is usually of lymphogranulomatous origin. In the 
latter disease, one finds an enormous dilatation of the lymph spaces and 
lymph vessels of the labia and obliteration of the regional lymph glands, 


2. Buschke, A., and Curth, W.: Klin. Wehnschr. 10:1709 (Sept. 12) 1931. 
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a picture which seems to justify the comparison drawn by Sulzberger. 
The general similarity of this case to those with a primary genital lesion 
and subsequent inguinal adenitis and the positive cutaneous tests 
obtained indicate that this is an instance of the same disease in a different 
location. It seems self-contradictory to call the case lymphogranuloma 
inguinale of the neck, but as this name is currently accepted for the 
disease, its use seems necessary to indicate the etiology of these extra- 
genital cases. 

There have been a few cases reported as instances of cervical infec- 
tion with this disease. Allusion has already been made to a case of 
this type.2. The patient also presented a primary lesion on the tongue 
and an extensive subacute cervical adenitis which suppurated and formed 
chronic sinuses, and there was a strange persistence of the primary lesion 
of the tongue. I am informed in a personal communication from 
Professor Buschke that the lesion of the tongue was still present nine 
months after the original infection. The Frei test in this case was 
positive, and it appears to be the only previously reported case in which 
the diagnosis was confirmed by this means. 

Gibson * reported sixty-two cases from Hongkong, in most of which 
there was an inguinal adenitis which apparently was lymphogranuloma 
inguinale. Among the patients was a sailor with a swelling of the right 
supraclavicular gland who showed a recently healed herpes of the right 
lower lip and the scar of a healed boil on the right elbow. On puncture, 
no pus was obtained from these glands; they healed in about five weeks 
under protein shock therapy. The author believed the condition to 
have been due to the combined toxic absorption from the septic foci 
on the right arm and the right lower lip. Another sailor with a right 
supraclavicular adenitis showed boils on the right shoulder and neck, and 
gave a history of frequent attacks of tonsillitis. A third case, reported 
by Ravaut, Boulin and Rabeau,* was that of a 48 year old woman who 
suffered from tonsillitis followed by a gradually increasing swelling of 
the left cervical region ; the tumor reached the size of a pigeon egg and 
showed fluctuation. On puncture, only a sanguinolent fluid could be 
obtained. A number of injections of emetine hydrochloride were given 
intravenously which brought about complete restitution without the 
formation of a sinus. A guinea-pig inoculated with the fluid withdrawn 
from the gland gave no evidence of a tuberculous infection. A review 
of these three cases shows that there is not one which corresponds to 
the usual picture of lymphogranuloma inguinale. The formation of a 
sinus was absent, healing occurred in a comparatively short time, and 


3. Gibson, P. L.: Brit. J. Ven. Dis. 7:243, 1931; 8:1, 1932. 


4. Ravaut, Boulin and Rabeau: Ann. de dermat. et syph. 5:463 (Aug.-Sept.) 
1924. 
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no distinct primary lesion was seen. Although Gibson mentioned the 
Frei test, he did not perform it on the two sailors with the supra- 
clavicular adenitis or on any of his other patients. The article of the 


three French authors was published before Frei’s discovery. 


SUMMARY 
A white man, aged 45, showed a fairly large lesion on the tongue 
(primary lesion) with an inflammatory swelling of the regional glands 
of the neck followed later by the formation of sinuses. He not only 
gave a positive reaction to the Frei test, but pus obtained from the 
glands of the neck also gave a positive reaction in other persons with 
lymphogranuloma inguinale. This is the second reported case of this 
rare localization of lymphogranuloma inguinale in which the diagnosis 
could be definitely established through the Frei test. 


45 East Eighty-Fifth Street. 





ANTERIOR LOBE PITUITARY EXTRACT IN THE 
TREATMENT OF ALOPECIA 


LLEWELLYN WILLIAMS LORD, M.D. 
BALTIMORE 


Following Bengtson’s! preliminary report on the use of anterior 
lobe pituitary extract in the treatment of alopecia areata, in which he 
stated that the extract seems to be of some value in the treatment of 
seborrheic alopecia, he mentioned, a few weeks later, in a short letter 
to the editor of THE JouRNAL OF THE AMERICAN MEpDICAL Associa- 
TION * that not only had he been deluged with inquiries from reputable 
physicians but that numerous charlatans ciaimed to have worked with 
him and apparently were utilizing the drug; a number of these had 
announced fantastic results from its employment. For the few persons, 
comparatively speaking, who communicated with Dr. Bengtson, there 
must have been thousands who made use of the hormone preparation 
without doing so, particularly when one considers the tremendous number 
of quack hair restoring concerns scattered throughout the country. 

In the October, 1932, issue of the Virginia Medical Monthly ®* a pre- 
liminary report on the use of the drug in the treatment of common 
baldness appeared, the author reporting favorably on the results from 
a study of eight patients who had been followed over a period of from 
two to three months. 

In communicating with dermatologists throughout the country, I 
obtained a definite opinion that it is extremely doubtful whether the 
anterior lobe pituitary extract could prove of any value in the treatment 
of alopecia. 

Recognizing the possibility that the publication of a paper advo- 
cating the employment of any drug in the treatment of such a prevalent 
disease as seborrheic alopecia, or even suggesting that it might be of 
value, would lead to its employment in wholesale lots, unless some 
effort was made to check its value accurately, I asked for volunteer 


subjects among my class of medical students. Eleven students and three 
interns, a total of fourteen, responded, all of whom had _ seborrheic 
alopecia in fairly advanced stages. Careful measurements were made 
as to the degree of the loss of hair both by retrogression along the 


1. Bengtson, B. N.: Pituitary Therapy of Alopecia: A Preliminary Report, 
J. A. M. A. 97:1355 (Nov. 7) 1931. 

2. Bengston, B. N.: Anterior Pituitary Treatment for Baldness, J. A. M. A. 
97:1643 (Nov. 28) 1931. 

3. Kohn, T.: A Preliminary Report on the Use of Anterior Pituitary Sub- 
stance in Common Baldness, Virginia M. Monthly 59:425 (Oct.) 1932. 
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temples and by defluvium on the vertex, and the extent of the formation 
of the lanugo hair was noted. Each subject then received a course of 
100 cc. of anterior lobe pituitary extract, given hypodermically, injec- 
tions being made daily. At the same time each subject took 10 grains 
(0.65 Gm.) of the extract daily by mouth. In the middle of and at 
the end of the course careful measurements were again made, and the 
three measurements obtained were compared. It was found that in 
eleven of the fourteen subjects either there was no change whatever 
discernible or the loss of hair had continued to progress in spite of 
treatment. In the three remaining subjects it was believed that some 
increase in the formation of the lanugo hair had been produced. 
Proceeding on the theory that even if only one patient in fourteen 
could be helped by this treatment it might be considered worth while, 
the three students in whom improvement was noted were advised to 
continue the treatment for the course of an additional hundred injections. 
They agreed to do this and carried out the treatment conscientiously. 
Measurements were again made at the end of the second course of treat- 
ment. In all cases disappointing results were reported, in that no perma- 
nent new growth of hair had been obtained from the injection of 200 cc. 
of anterior lobe pituitary extract and the ingestion of several hundred 


grains taken by mouth. 
Alopecia areata as a disease entity is notoriously erratic in its course. 


It is recognized by dermatologists that the disease is fairly slow to 
respond to treatment, as a rule, but that it usually responds to any form 
of treatment employed and not infrequently disappears spontaneously. 
For this reason any results which are reported following the use of any 
medication whatever in the treatment of this disease should be scrutinized 
carefully before claims as to the merits of the therapeutic agent are set 
forth. 

At the time when the study of the effect of pituitary extract on 
seborrheic alopecia was instituted I had the good fortune to have five 
patients with alopecia areata. Three of these submitted to treatment 
with pituitary extract, the other two receiving local treatment. 


REPORT OF CASES 


Case 1.—The patient received sixty-eight injections of 2 cc. dosage at triweekly 
intervals. Alopecia areata of the bearded region responded satisfactorily to treat- 
ment with the extract, the growth of the hair being fully restored at the end oi 
five months. 


Cast 2.—At the end of four months of triweekly injections of the extract the 
patient ceased treatment, having obtained no apparent results. One year later he 
reported that shortly after the treatment was discontinued, his hair had started to 
grow, and that he had a complete regrowth. 
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CasE 3.—The patient showed no regrowth of hair whatever within the five 
months during which triweekly injections of 2 cc. of the extract alone were given. 
At the beginning of the sixth month the scalp was painted with phenol and alcohol 
at each visit, and the injections were continued. One month later hair appeared 
over all the bald areas, and regrowth rapidly occurred. 

Cases 4 and 5.—Of the two patients who did not submit to the injections of 
pituitary extract, one received ultraviolet irradiation over the bald areas twice 
weekly and local applications of equal parts of cresol, U. S. P., and alcohol three 
times weekly. A complete regrowth of hair occurred within seven months. The 
other patient, who was from out of town, and who found it impossible to call 
regularly for treatment, used the three following prescriptions : 


1. R- Cresol, U. S. P., alcohol Equal parts 
2. R Ammoniated mercury 3.6 Gm. 
Hydrous wool fat 15.0 Gm. 
Petrolatum, to make 30.0 Gm. 
Salicylic acid 3.8 Gm. 
Spirits of ether 15.5 Gm. 
Glycerin 3.8 Gm. 
Alcohol 93.3 Gm. 
Bay-rum, sufficient to make 248.8 Gm. 


The patient was observed at monthly intervals; at the end of nine months a 
complete regrowth of hair had taken place. 


Of these five patients with alopecia areata who presented themselves 
for treatment at approximately the same time, three received the pituitary 


extract, the fourth received local treatment and ultraviolet irradiation, 
and the fifth received local treatment only. The average length of time 
required to obtain satisfactory regrowth of hair in all five was 8.4 months. 
The average length of time required to obtain regrowth with the injection 
of anterior lobe pituitary extract was 8.67 months. 

In this small series of cases one can observe apparently no evidence 
for or against the extract. I am sure that the study of a large series of 
cases of alopecia areata would reveal the fact that the average length 
of time required for regrowth of hair varies between six months and a 
year. In the three patients whom I treated with the pituitary extract 
at the time of the appearance of Dr. Bengtson’s article I found no 
evidence which might lead me to believe that the drug was of any value, 
and in three other patients who have since submitted ‘to its administra- 
tion the results have been such as to give me no cause for altering my 
view. 


1011 North Charles Street. 





PURPURA ANNULARIS TELANGIECTODES 


REPORT OF A CASE WITH AUTOPSY 


OSCAR L. LEVIN, M.D. 

Attending Dermatologist, Beth Israel Hospital, Sea View Hospital, Queens 
General Hospital, and St. Joseph’s Hospital; Associate Dermatologist, 
Mount Sinai Hospital and Montefiore Hospital 
AND 
JESSE A. TOLMACH 
Adjunct Dermatologist, Beth Israel Hospital; Assistant Attending Dermatologist, 
Stuyvesant Square Hospital 


NEW YORK 


Studies of inflammatory diseases of the small blood vessels in the 
skin have consistently pointed to some general toxic agent as the under- 
lying factor. We recently observed a case of purpura annularis 
telangiectodes associated with a general infection in which the patient 
died and an autopsy was performed. The opportunity of correlating 
the pathologic changes in the other organs with those of the skin 


prompted the report of this case. 


REPORT OF CASE 


History —A man, aged 59, married, born in Russia, was admitted to the Beth 
Israel Hospital on Nov. 7, 1932, with a complaint of severe pain in the back, 
vomiting and drowsiness. His family history was irrelevant, and inquiries as to 
his past illnesses revealed that he had been suffering from diabetes for the past 
eight years. 

The pain in his back began four months prior to his admission to the hospital. 
It radiated down to the right thigh. On the day preceding admission, he became 
drowsy, vomited and had a temperature of 106 F. 

Physical Examination.—On admission to the hospital he appeared acutely ill 
and had a temperature of 101.2 F.; a pulse rate of 98, and a respiratory rate of 
28. Examination of his head, eyes, ears, throat and lungs revealed no apparent 
abnormalities. There was a loud systolic murmur at the apex of the heart, and 
his blood pressure was 98 mm. systolic and 70 mm. diastolic. The liver extended 
about an inch below the costal edge, and there was some tenderness to pressure 
over the right upper quadrant of the abdomen. There was a markedly positive 
Murphy sign over the region of the right kidney and a slightly positive sign over 
the left. The knee and ankle jerks were not elicited. 

Laboratory Data.—The roentgenographic examinations showed no abnormality 
in the heart, lungs or kidneys. There were productive osteo-arthritic changes 
involving the lower dorsal region of the spine and also calcification of the periph- 
eral blood vessels. Repeated examinations of the urine showed albumin 3-4, 
dextrose 2+, acetone +, many hyaline and granular casts, occasional red blood 
cells and clumps of white blood cells. Cystoscopy revealed no noteworthy patho- 
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logic changes. Many blood counts were made, and these showed a leukocytosis 
varying from 9,000 to 23,000, with an average of 16,000, and with polymorphonu- 
clear neutrophils varying from 70 to 94 per cent. The icteric index was 8, and 
the sedimentation time fifty-six minutes. The Wassermann test was negative. 
The blood chemistry revealed dextrose in quantities varying from 160 to 300 mg. 
per hundred cubic centimeters and nonprotein nitrogen from 30 to 110 mg. A 
series of seven blood cultures as described by the hospital’s bacteriologist gave the 
impression of a mixed infection consisting of diphtheroid bacilli, capsulated diplo- 
cocci (probably Streptococcus mucosus-capsulatus) and a gram-negative motile 
bacillus of the Gartner type of the paracolon group. The latter did not ferment 
lactose but fermented mannite with the formation of gas. It was similar to 
3acillus paratyphosus B. 

Dermatologic Findings——Examination of the skin revealed a widespread erup- 
tion on both legs, with the lesions most pronounced on the front and lateral aspects. 
This eruption extended from the knees to the feet. A widespread brownish pig- 
mentary condition involved most of the skin of the affected areas. Associated 
with this were numerous dark red and purplish macules, varying in size from 
that of a pinpoint to that of a grape seed, cayenne pepper-like macules and maculo- 
papules. Disseminated over these areas were innumerable telangiectatic lesions. 
There also appeared distinct discrete and grouped areas made up of telangiectasias, 
some of which formed annular lesions; in the central zones of many of these 
lesions atrophy was distinctly observed. The skin of the hands was purplish and 
revealed numerous telangiectasias scattered over the :palms, and there were several 
pea-sized dark red macular areas consisting of telangiectasias. On the extensor 
aspects of the elbows, there appeared ill-defined purplish patches with some 
telangiectatic formation, small spots of atrophy and slight scaling. Telangiectatic 
vessels, macules made up of telangiectasias, and petechiae were spread over the 
skin of the trunk. Aside from these lesions, the plantar aspects of the feet and 
the webs of the toes disclosed an extensive involvement, made up of hyperkera- 
totic, elevated, thick, scaly patches, and moist, scaly, denuded lesions on the webs 
of the toes, caused by dermatophytosis. The main clinical pictures of the skin 
corresponded typically with the accepted picture of purpura annularis telangiec- 
todes. We requested a biopsy, but the patient was so seriously ill that we were 
unable to obtain this supplementary histologic examination. 

Progress.——The patient grew steadily worse, and on December 9 it was noted 
that a pulsating mass in the left hypogastric region had enlarged. An exploratory 
laparotomy was performed. The surgeons found that the liver was uniformly 
enlarged and showed evidence of passive congestion, but there was no evidence 
of single or miliary abscesses. The spleen was enlarged one and one-half times 
its normal size. Both perinephric regions were free, and the renal outlines were 
unobscured by any infiltrations. The region of the urinary bladder, the intestines 
and the appendix showed no apparent abnormality. There was a large, expansive 
pulsation arising in the abdominal aorta immediately below the superior mesenteric 
artery. The posterior part of this mass was incised and proved to be a large 
saccular aneurysm of the aorta. No gland or evidence of a solid tumor was 
found about the mass. The patient died four days after the operation. 

Autopsy.—Thick, soft, warty, grayish and bloody masses occupied the posterior 
cusp of the aortic valve. The aortic leaflet of the mitral valve was covered with 
thin, firmly adherent, bloody, fibrinous masses. There were pus-filled cavities in 
the substance of the septum ventriculorum cordis in the left side. Beginning at 
the height of the renal arteries and ending directly above the bifurcation, there 
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was a saccular aneurysm of the abdominal aorta measuring 7 by 5.5 by 5 cm. 
The aortic wall in the aneurysm was densely infiltrated with medium-sized 
mononuclear cells, some of which were of plasma cell character. The structure 
of the wall was widely destroyed and showed much blood pigment and some 
giant cells. Directly above and directly below the neck of the aneurysm, the 
intima of the aorta was smooth, though somewhat atheromatous. 

Both lungs were emphysematous and showed scars in both apexes. 

The spleen weighed 425 Gm. and measured 15 by 10 by 4 cm. The capsule 
was slightly and diffusely thickened. There were some very fine circumscribed 
gray prominences. 

The suprarenal glands were normal in appearance. 

The kidneys showed the picture of so-called focal hemorrhagic nephritis 
(Fahr’s bacterial embolic glomerulonephritis). 

The urinary bladder was contracted, and half of the mucosa was covered with 
irregularly round, partly coalescing, slightly protruding bloody spots. The pros- 
tate, seminal vesicles and rectum were not affected. f 

The duodenum, stomach and bile ducts were normal. 

There was a moderate amount of round cell infiltration in the periportal tissue 
of the liver and there was a slight amount of fatty infiltration. 

The pancreas was normal in size, shape and appearance. 

Postmortem Bacteriology.—Crushed heart valves on direct smear examina- 
tion showed numerous gram-negative bacilli and a few gram-positive diplococci 
in short chains. The same observations were made in direct smears of the septal 
abscess and the inflammatory lesions of the kidneys. Cultures of the heart valve 
vegetations showed the same organisms as were found in the blood cultures. 


COMMENT 


The first paper on purpura annularis telangiectodes was published 
by Majocchi' in 1896. Following this original paper, which included 
a report of a case seen as early as 1887, thirty-eight more cases were 
reported up to 1915. In 1926, Balzer * compiled twenty-five additional 
published reports, and since then several more have been added to the 
literature. In 1915, MacKee* published a most comprehensive study 
of this condition and established purpura annularis telangiectodes as a 
definite clinical entity. 

The etiology of this condition is still unknown, though MacKee 
definitely excluded syphilis and tuberculosis as causative agents. 
Pasini * reported the case of a physician in whom an attack of purpura 
annularis telangiectodes was precipitated by the use of mercuric chloride 
as cleansing agent for his hands. 

It is the belief of Scholtz * that the disease is not a definite entity 
but a syndrome that may be caused by various toxic and infective 


. Majocchi: Gior. ital. d. mal. ven. 2:242, 1896. 
. Balzer, F.: Ann. de dermat. et syph. 7:529 (Oct.) 1926. 
. MacKee, G. M.: J. Cutan. Dis. 33:129, 186 and 280, 1915. 
. Pasini, quoted by MacKee.? 
. Scholtz, M.: Purpura Annularis Telangiectodes (Majocchi’s Disease) : 
Report of a Case, Arch. Dermat. & Syph. 19:769 (May) 1929. 
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agents. He further is of the opinion that, morphologically, it can be 
considered a variety of toxic erythema attacking specifically the capil- 
laries of the skin. 

In our case, in addition to the typical lesions of purpura annularis 
telangiectodes, we found endocarditis, nephritis and aneurysm of the 
abdominal aorta. In regard to the last finding, it is of interest to note, 
though it may not be strictly analogous, that in sections of the lesions 
of the skin, too, there are sometimes found saccular aneurysms of the 
capillaries as an end-result of the hyaline degeneration of the media 
of these vessels. The larger blood vessels may, apparently, be attacked 
by the same agent and in the same manner as the small capillaries in 
the skin. 

The association of endocarditis, nephritis and cutaneous lesions 
is not unusual. Osler, in his paper entitled “The Visceral Lesions of 
the Erythema Group,” pointed out a group of cases in which are found 
visceral crises, cutaneous lesions—erythema, urticaria, purpura and 
even necrosis (mucous membrane)—and a tendency to nephritis. 
Libman and Sacks? reported cases of verrucous endocarditis with the 
clinical picture of a long febrile course, manifestations of endocarditis, 
negative blood cultures, progressive debility and facial lesions bearing 
some resemblance to lupus erythematosus disseminatus. In addition, 
persons with this disorder may show patches of erythema on the chest 
and extremities, petechiae, shallow ulcers of the palate with congested 
and hemorrhagic margins, discrete bluish-red lesions on the palms and 
fingers, arthritis, embolic (or thrombotic) phenomena in the viscera, 
glomerulonephritis and, at times, purpuric lesions on the skin and 
mucous membrane. Baehr,* in presenting a group of cases of non- 
rheumatic verrucous endocarditis, showed that a type of the latter dis- 
ease exists which is a local expression of a widespread toxic or 
infectious damage affecting the endothelium of capillaries and small 
vessels of the skin, the kidneys and various organs of the body. This 
disease of the cardiovascular system can often be recognized during 
life because of the cutaneous and renal manifestations. It was Baehr’s 
belief that the etiologic factor was some toxic agent, probably of 
bacterial origin. 

Many of the reported cases of purpura annularis telangiectodes in 
the literature were associated with preincidental or coincidental infec- 
tious processes. In Lier’s*® two cases one of the features was severe 
rheumatism with enlarged tonsils, containing multiple foci of pus. 


6. Osler, William: Am. J. M. Sc. 127:1 (Jan.) 1904. 

7. Libman and Sacks: Tr. A. Am. Physicians 38:46, 1923. 
8. Baehr, G.: Tr. A. Am. Physicians 46:87, 1931. 

9. Lier: Wien. klin. Wchnschr. 27:1047, 1914. 
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After removal of the tonsils, the cutaneous condition involuted. The 
association of purpura annularis telangiectodes with infectious conditions 
elsewhere in the body can be found in the histories of cases reported 
by Scherber,”® Truffi,*: Ossola,’* Ferrari,‘* Scholtz,° and others. 

The essential finding in purpura annularis telangiectodes is appar- 
ently the damage to the capillaries of the skin. This damage with 
the subsequent telangiectasia or purpura seems to be a common symptom 
in many general toxic or infectious processes. Considering the fact 
that in Pasini’s cases the condition of the skin was caused by mercury, 
it appears that infection is not the only possible factor in the causa- 
tion of this dermatosis. In our case it seems evident that the cutaneous 
lesions were only one aspect of a general cardiovascular disease, and 
in this respect there is great similarity to the cases reported by Libman 
and Sacks and by Baehr. Though, as stated before, purpura annularis 
telangiectodes is a clinical entity, the cutaneous lesions of telangiectasia, 
purpura, pigmentation and atrophy which it produces apparently are 
part of a large syndrome, with the cutaneous manifestations only 
one of the symptoms. The close relationship between purpura annularis 
telangiectodes, Schamberg’s dermatosis and poikiloderma atrophicans 
vasculare which was pointed out by Scholtz enhances the probability 
that this large group of inflammatory telangiectatic dermatoses can 
be caused by a variety of toxic agents, and that the clinical manifes- 
tation of the skin is of secondary importance to the general clinical 
status. It is further possible that in this group of dermatoses the 
various toxic causative agents act on the involuntary nervous system 
and not necessarily on the skin itself. 


SUMMARY 


1. A case of purpura annularis telangiectodes with autopsy is 
reported. 

2. Purpura annularis telangiectodes is, apparently, a cutaneous mani- 
festation of a general cardiovascular disease. 

3. Patients presenting purpura annularis telangiectodes should be 
carefully examined in order to determine whether other organs are 
also affected by some general disease. 


10. Scherber: Wien. klin. Wchnschr. 27:1046, 1914. 
11. Truffi: Gior. ital. d. mal. ven. 53:107, 1912. 

12. Ossola: Gior. ital. d. mal. ven. 52:50, 1911. 

13. Ferrari, A.: Gior. ital. d. mal. ven. 49:233, 1908. 
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While the discovery of the arsphenamines by Ehrlich in 1906 was 
one of the greatest single advances in the field of medicine in general 
and in that of chemotherapy in particular, it would be vain to pretend 
that the problem of the effective treatment of syphilis in all its mani- 
festations has thereby been completely solved. The need for further 
additions to the weapons of the syphilologist, and especially for measures 
tending toward simplification of treatment and elimination of reactions, 
does not require emphasis; our purpose is rather to attempt to evaluate, 
on the basis of experimental studies with syphilitic rabbits, the efficiency 
of one compound, bismarsen, synthesized by one of us (G. W. R.) 
in 1924. 

Bismarsen is the result of an attempt to combine in one molecule two 
of the best spirocheticidal elements, arsenic and bismuth. It is the 
sodium salt of a bismuth derivative of arsphenamine methylene sul- 
phonic acid, the exact structural formula of which has not been estab- 
lished, with inorganic salts. The arsenic content varies from 13 to 
15 per cent, and the bismuth content from 23 to 25 per cent, giving a 
ratio of from 1.6 to 1.8, the latter being the theoretical ratio. The 
product is a brownish-yellow amorphous solid, easily soluble in water 
in concentrations over 20 per cent, giving a solution slightly alkaline. 

Clinical studies of bismarsen have been made by Stokes and 
Chambers,! O’Leary,” Tobias,’ Templeton,* Elliott,> O’Leary and Mont- 


1. Stokes, J. H., and Chambers, S. O.: Bismuth Arsphenamine Sulphonate: 
Clinical Observations on New Arsphenamine Synthetic in Treatment of Syphilis, 
J. A. M. A. 89:1500 (Oct. 29) 1927. 

2. O’Leary, P. A.: Bismuth Arsphenamine Sulphonate: New Synthetic Drug 
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gomery,® Kolmer,’ Shivers, O’Leary and Brunsting,’ Stokes, Miller and 
Beerman,’® Hadden and Wilson *! and Chambers and Koetter.** It is 
of interest to consider some of the results which have been obtained. 

It was noted by Stokes and Chambers * in their first paper, cover- 
ing an experience of twenty-one months with 4,118 injections given to 
204 patients, that while the spirillicidal and healing effect of bismarsen is 
somewhat slower than that of other arsphenamines, its ultimate effect 
in early syphilis is equal if not superior to that of intensive combined 
treatments with other drugs. They also found bismarsen to be of low 
toxicity, causing fewer and milder reactions than the other arsphen- 
amines. They found, further, that it is valuable in the treatment of 
cardiovascular syphilis, and they noted a definite tonic effect on most 
patients. Similar conclusions were reached by O’Leary,? who observed 
a favorable serologic effect and a much smaller incidence of reactions. 

Tobias * found bismarsen to be of value in tabes dorsalis, noting 
its tonic effect and the concomitant increase in weight, as well as its 
beneficial action on the tabetic pains. It was more effective in the 
early stages, although patients with long-standing cases were also 
benefited. Favorable results in the treatment of tabes dorsalis were 
also reported by Hadden and Wilson,"* who found that this preparation 
influences favorably gastric crises, ataxia, manifestations in the bladder 
and other sympoms, and that it is relatively free from toxic effects. 

O’Leary and Montgomery ® found it to be satisfactory in the treat- 
ment of acute syphilis in elderly persons and in the treatment of syphilis 
in the serologically negative stage of chancre. 

Kolmer * recommended the use of bismarsen in the treatment of 
chronic syphilis because of the absence of Jarisch-Herxheimer reactions, 
the tonic effect and the fact that its spirocheticidal effect is greater than 
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that of mercury or of insoluble bismuth compounds. It was used by 
Kolmer with gratifying results in congenital syphilis, in pulmonary 
spirochetosis and in severe cases of Vincent’s angina. 

The experience of Shivers * led him to recommend bismarsen espe- 
cially in late syphilis because of the much smaller incidence of reactions. 
He also noted a favorable effect in cerebrospinal syphilis, especially in 
the acute meningeal type. 

O’Leary and Brunsting ® reported a somewhat higher incidence of 
relapses with bismarsen than with other methods of treatment, and they 
considered that this offsets to some extent the favorable results obtained 
with the drug in the seronegative stage of chancre. 

A complete analysis of all the clinical observations reported up to 
April, 1931, is contained in the paper of Stokes, Miller and Beerman,"® 
which also gives the results of the studies of the authors, comprising a 
total of 7,666 injections. Reference must be made to this important 
paper for many interesting observations and conclusions emerging from 
the extensive experience of the authors. They expressed the belief 
that bismarsen is most valuable in early syphilis, and they adduced in 
its favor the simplicity of administration, the low incidence of compli- 
cations and the low proportion of relapses. They recommended con- 
tinuous treatment, without rest intervals, two injections per week being 
given until a total of forty has been reached. 

Chambers and Koetter '* reported favorable results in the treatment 
of congenital syphilis. Simplicity of administration is an important 
factor in treating children, in whom intravenous medication is often 
impossible. Treatment with bismarsen, however, is submitted to with- 
out special complaint. The authors noted a decided effect on inter- 
stitial keratitis and a gratifying serologic record. 

An interesting case of the successful use of bismarsen in congenital 
syphilis in a boy 26 months old was recently reported by Marks.** 

Moore, Danglade and Reisinger,’* in a paper on the treatment of 
cardiovascular syphilis, gave bismarsen a distinct place in the controlling 
of this condition. They were employing bismarsen with increasing 
frequency, but their results were not final, the patients not having been 
followed long enough. 

We shall proceed to a discussion of our experimental studies which 
had as their object the evaluation of the toxicity and of the therapeutic 
efficiency of bismarsen. 


13. Marks, T. M.: Treatment of Congenital Syphilis with Bismuth Arsphen- 
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vascular Syphilis, Arch. Int. Med. 49:879 (June) 1932. 
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TOXICITY OF BISMARSEN 


In order to determine the maximum tolerated dose of bismarsen, 
albino rats were inoculated intramuscularly, in the thigh, with doses 
ranging from 350 to 500 mg. A single dose of 500 mg. per kilogram 
was given to 57 rats; 48 survived, and 9 died. After a dose of 450 mg., 
only 1 of 57 rats died; a dose of 400 mg. was tolerated by 174 of 
179 rats, and 350 mg. was tolerated by 272 of 284 animals. Thus, 
the maximum tolerated dose for albino rats lies between 450 and 500 mg. 
per kilogram. The injections were usually tolerated without immediate 
local reaction, especially when butyn (0.25 per cent) was used. 

With the large doses used in these experiments, a day or two after 
the injection an induration usually develops, which eventually disappears 
(from ten to fifteen days). With small doses (25 or 50 mg.), the 
induration is slight and disappears within forty-eight hours after the 
injection. 

The toxicity of bismarsen was further tested on rabbits. These 
animals, as is well known, are much more sensitive to mercury, arsenic 
and bismuth than are rats. However, a dose of 100 mg. per kilogram 
was tolerated uniformly by rabbits on intramuscular injection. Two 
of eight samples of bismarsen were tolerated in doses of 150 mg. per 
kilogram, while six were not; it may be concluded, therefore, that the 
maximum tolerated dose for rabbits is between 100 and 150 mg. per 
kilogram, as compared with the corresponding figure for albino rats 
of between 450 and 500 mg. The fact that such large single doses can 
be tolerated by rabbits and by albino rats is in agreement with the 
clinical observation that the toxicity of bismarsen is low. Most patients 
can tolerate sixty injections of 0.2 Gm. each, making a total of 12 Gm. 
Some patients have tolerated as many as one hundred injections, or a 
total of 20 Gm. Furthermore, it has been reported clinically that even 
in such long series of injections untoward reactions have been com- 
paratively few. 

THERAPEUTIC EFFICIENCY OF BISMARSEN 


In order to study the therapeutic efficiency of bismarsen, syphilitic 
rabbits were treated with the drug, and after from three to six months 
of observation their popliteal nodes were transferred to normal rabbits, 
in accordance with the method of Brown and Pearce.'® If no mani- 
festations of syphilis appeared in the normal rabbits during at least 
six months of observation, the treated rabbits were considered as cured. 

In order to compare the therapeutic effect of bismarsen with that of 
arsphenamine, syphilitic rabbits were treated with various doses of 
arsphenamine, both intramuscularly and intravenously. The results are 


15. Brown, W. H., and Pearce, L.: J. Exper. Med. 35:39, 1922. 
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TaBLe 1.—Treatment of Syphilitic Rabbits with Single Doses of Arsphenamine 
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2 days 
Negative after 
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5 days 
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ay 
Negative after 


2 days 
Negative after 
3 days 
Negative after 
12 days 
Negative after 
days 
Negative after 
2 days 
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10 days 
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i day 
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Testes 


Normal after 
28 days 
Normal after 
25 days 
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33 days 
Normal after 
28 days 
Normal after 
28 days 
Normal after 
49 days 
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16 days 
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27 days 
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120 days 
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180 days 
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168 days 
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168 days 
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Normal for 
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TABLE 2.—Therapeutic Effect of Intramuscular Injections of Bismarsen in 
Syphilitic Rabbits: Single Doses 
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summarized in table 1. A dose of 12 mg. per kilogram administered 
intramuscularly did not sterilize the animal as. judged by the method of 
popliteal node transfer: The spirochetes disappeared two days after 
treatment, and the lesions healed after twenty-one days; nevertheless, 
when the popliteal nodes were removed, one hundred and fifty-three 
days after treatment, and injected into 2 normal rabbits, syphilitic lesions 
developed after five weeks. Hence, a dose of 12 mg. of arsphenamine 
was definitely not curative on intramuscular administration. On the 
other hand, a dose of 20 mg. per kilogram was found to sterilize the ani- 
mals completely. When arsphenamine was administered intravenously, 
the curative dose was from 16 to 18 mg. per kilogram. 

The results of the experiments in which the therapeutic efficiency of 
bismarsen was studied are given in table 2. Three animals were treated 
with a single dose of 10 mg. per kilogram. In 2 of them spirochetes 
disappeared two days later, but in the third this process, as well as the 
healing of the lesion, was slower. Two of the animals were cured as 
shown by popliteal node transfer, and the third died of an intercurrent 
disease. 

Three animals were given a single dose of 15 mg. per kilogram. 
The spirochetes disappeared after one, two and five days, respectively. 
Transfer of the popliteal nodes showed a cure in each case. Four ani- 
mals were treated with a single dose of 20 mg.; the spirochetes dis- 
appeared after two or three days, and a popliteal node test gave negative 
results. Similar results were obtained with doses of 30 mg. (3 animals) 
and 40 mg. (3 animals), i. e., disappearance of the spirochetes after 
from one to two days and a uniform cure as judged by the popliteal node 
transfer method. 

It is seen, therefore, that a single dose of from 10 to 15 mg. of 
bismarsen per kilogram was definitely curative. The preparation com- 
pares favorably with arsphenamine, which is curative on intravenous 
administration in a dose of from 16 to 18 mg. per kilogram. When 
given intramuscularly, arsphenamine was not therapeutic in a dose of 
12 mg. per kilogram, but cured the animal in a dose of 20 mg. The 
minimum effective single dose of arsphenamine administered intra- 
muscularly has been found to be between 12 and 20 mg. per kilogram. 
Hence, the therapeutic efficiency of bismarsen in single doses is about 
equal to that of arsphenamine. 

In order to approximate more closely the actual clinical conditions of 
treatment, syphilitic rabbits were treated with series of injections of 
smaller doses of bismarsen (table 3). Four rabbits received ten injec- 
tions of 3 mg. per kilogram (once weekly), and 5 received twenty 
injections of 3 mg. per kilogram (twice weekly). In the first group, 
3 rabbits were cured, while the fourth was not, as evidenced by a 
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testicular lesion in the animal to which the popliteal nodes were trans- 
ferred. The spirochetes disappeared in from three to seven days. In 
the second group (receiving twenty injections of 3 mg. each), 2 animals 


TaBLe 3.—Therapeutic Effect of Intramuscular Injections of Bismarsen in 
Syphilitic Rabbits: Repeated Doses 
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Died after 
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gave a negative popliteal node transfer test, and 2 gave a positive result ; 
in the fifth case the animals to which the nodes were transferred died 
of an extraneous cause (diarrhea) before the completion of the obser- 


vations. 


Thus, a series of ten or of twenty injections of 3 mg. of 
bismarsen per kilogram is insufficient to produce a cure. 
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Of 3 animals which received twenty injections of 4 mg. per kilogram, 
2 were cured, judging by the results of the popliteal node transfer test ; 
in the third case the animals receiving the nodes died of an extraneous 
cause (snuffles). The spirochetes disappeared in from two to five days 
after the beginning of treatment. Six animals received a series of 
twenty injections of 5 mg. per kilogram. Two died for reasons not 
attributable to the effects of the drug (pneumonia, diarrhea), and the 
other 4 were cured. Two animals received doses of 8 mg. per kilogram 
twice a week; 1 was given fifteen injections, and the other, ten. One 
of the animals died (of pneumonia), and the other was cured. Seven 
animals were given ten weekly injections of 10 mg. per kilogram. 
The spirochetes disappeared in most of the cases two days after the first 
injection. All the animals survived and were cured. Two animals were 
given weekly injections of 15 mg. per kilogram. The spirochetes dis- 
appeared two days after the firsf injection, and the transfers of popliteal 
nodes indicated a cure, no deaths occurring. 

As a result of the experiments with serial injections, it may be con- 
cluded that the curative dose in a series of twenty injections is between 
4 and 5 mg. per kilogram, while in a series of ten injections a dose 
of 10 mg. is definitely curative. 


CONCLUSIONS 


1. The maximum tolerated dose of bismarsen given intramuscularly 
to albino rats is from 450 to 500 mg. per kilogram. This is an evidence 
of low toxicity. 


2. Fourteen syphilitic rabbits were cured by a single dose of bis- 
marsen, as judged by the method of popliteal node transfer. The mini- 
mum therapeutic dose was found to be from 10 to 15 mg. per kilogram. 


3. When treated by ten weekly or twenty semi-weekly injections of 
3 mg. of bismarsen per kilogram, 4 animals were cured and 3 were 
not. Sixteen animals treated with higher doses were all cured. The 
minimum therapeutic dose for a series of twenty injections was found 
to be 4 mg. per kilogram. The minimum therapeutic dose for a series 
of from ten to twenty injections was 5 mg. per kilogram, and for a 
series of ten injections, 10 mg. 


4. The minimum effective single dose of arsphenamine for a syph- 
ilitic rabbit, when given intravenously, was found by us to be from 
16 to 18 mg. per kilogram. The minimum effective single dose of 
arsphenamine administered intramuscularly was 20 mg. per kilogram. 
It appears, therefore, that bismarsen is as effective as arsphenamine in 
experimental syphilis in rabbits. 








Editorial 


TREATMENT BY METHOD RATHER THAN DIAGNOSIS 


There is an editorial in the American Journal of Cancer, February, 
1933, on the position of the radiologist and radiotherapeutist in the 
hospital scheme. In its plea for better positions for radiologists in 
hospitals, the editorial makes the point that radiologists should be 
trained in clinical medicine and pathology; about this there can be no 
argument. It would be well for the radiologist to know all medicine, 
surgery and pathology. But, is there any chance that he will? Will he 
do more than become an expert in his own field who must use the knowl- 
edge of specialists in other fields, unless he is to remain a “switch- 


twister,” to use the phrase of the editorial? The editorial makes three 
divisions of radiology: (1) radiography, primarily concerned with diag- 
nosis; (2) high voltage therapy, “which is predominantly part of sur- 
gical treatment” (why the therapy of leukemia or Hodgkin’s disease, for 
example, is surgical radiotherapy is not apparent), and (3) radiotherapy 
of cutaneous diseases. The elaboration of this third division is the 
surprising thing. The editorial says: 


The third variety of radiation therapy belongs to the dermatologist, and should 
be limited to the therapy of non-malignant diseases of the skin. We must view 
with alarm, as the phrase goes, the present tendency of the dermatologist to treat 
operable malignant growths in his office or in the clinic. Some of the more ambi- 
tious do not hesitate to remove a portion of the tongue with electric spark 
apparatus, forgetting that metastases to the nodes are found in 40 per cent of 
tongue carcinomata. Everyone has seen melanomata treated by insufficient radia- 
tion, by freezing with carbon dioxide snow, by curettage, and a host of ineffective 
methods. [We would ask, have these methods anything to do with radiotherapy ?] 
It is time that the dermatologist confined himself to his proper field and used his 
low-voltage X-rays in the treatment of chronic skin disease, leaving the malignant 
growths in the hands of the surgeon and the radiotherapist. 


Why malignant lesions of the skin are not as much a part of 
dermatology as nonmalignant lesions must be taken on the author’s fiat, 
for it is not made clear in his statement. 

We should state the subject somewhat differently. We should make 
first one broad requirement which really covers the subject, namely, that 
the man who uses radiotherapy in any field should know the disease he 
is treating ; be familiar with his apparatus, and know the results that he 
will get from it. If these requirements are fulfilled, it would be a matter 
of no importance who gave the treatment. But, of course, nobody is 
competent to do this in all departments of medicine, and there must be 
cooperative work. If the field is to be divided into divisions, we should 
make two broad ones. First, radiography, which in its more elaborate 
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work is a specialty and should be done by radiologists who presumably 
are skilled in this department. Second, radiotherapy, which is radio- 
therapy whether it is done in deep-seated conditions or superficial ones. 
There is need of knowledge of technic and of clinical medicine and 
pathology. Radiotherapy should be done either by one who is familiar 
with the diseases that he is treating, or by one who is guided by some 
one else who has that familiarity. That applies to deep therapy as well 
as to superficial voltage therapy. 

If any one thing is more essential than another in therapy it is that 
it should be guided by diagnosis. That is the essential of all sound 
practice. We have long been familiar with the abuses of surgery that 
come from having a kit of tools and a knowledge of how to cut and tie 
as the basis for surgical practice. Radiotherapeutists and allergists are 
now the shining examples of this sort of practice. They are the two 
groups that are most frequently ignoring the necessity for diagnosis and 
in many instances are treating all comers with the particular therapeutic 
devices with which they have become familiar. 

If we have ever seen a good illustration of Satan reproving sin, it is 
these solemn lines in behalf of the radiotherapeutist on the dangers of 
ignorant handling of malignant growths of the skin by dermatologists. 
It would be a sad recital to have dermatologists tell their experiences of 
cutaneous conditions in patients who have been brought to them as a 
result of ignorant treatment of lesions by men who know how to operate 
x-ray machines but do not know diseases of the skin: acne rosacea 
treated for erythematous lupus, lupus for syphilis, syphilis for cancer, 
pyogenic granuloma for angiosarcoma, molluscum contagiosum for 
epithelioma and vice versa, etc., through almost the whole list of dis- 
eases of the skin. 

There is no satisfactory way of treating cutaneous or other diseases 
without knowing what one is treating. It is not sufficient to be expert 
in radiology, serum therapy, balneotherapy, electrotherapy, heliotherapy 
or surgical technic, or in any other method of treatment. None of them 
is a panacea. One needs to know what one is treating. In diseases of the 
skin it is not even sufficient to take a piece of tissue and submit it to a 
pathologist ; in most cutaneous diseases the clinical diagnosis is needed 
also, and the clinical diagnosis is always important. That is where the 
radiotherapeutists fall down in the therapy of diseases of the skin; they 
do not know and cannot find out what they are treating, and they 
proceed blindly. Even if we agreed to the proposition that the radio- 
therapeutists should treat the malignant growths of the skin and the 
dermatologists should treat the nonmalignant ones, the radiotherapeu- 
tists would still need the dermatologist to tell them which was which. 
One cannot diagnose one kind of diseases of skin—malignant ones, for 
example—unless one knows the other kinds. 

W. A. P. 
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A REVIEW OF THE RECENT LITERATURE OF TAR CANCER. M. G. SEELIG and 
Zovta K. Cooper, Am. J. Cancer 17:589 (March) 1933. 


The authors present a comprehensive review of the subject, with an exhaustive 
bibliography. Much consideration is given to the experimental production of tar 
cancer, and it is indicated that such work should be carried out with pure substances 
because of the confusing effects likely to result from the hundreds of compounds 
in crude tar. Dibenzanthracene is one of the most highly carcinogenic ingredients, 
while tobacco tar is relatively insignificant as a carcinogenic agent. The patho- 
genesis of tar cancer lies in the interaction of a so-called tar complex, plus an 
organism complex, plus a stimulating factor, and regional differences in susceptibility 
to tar cancer exist and are attributed to differences in the structure of the skin 
and in the distribution of cutaneous glands. The immediate cause of the malignant 
growth may be the local removal of some sort of inhibitory mechanism resident in 
tissue elements other than the epithelial cells. The influence of extraneous factors, 
such as diet, light and changes in blood chemistry, on the production of tar cancer 
are discussed. 

Occupational tar cancers are practically always of the carcinoma group, are 
usually multiple and usually occur before the average cancer age in workmen who 
have been engaged for a long time in handling tar and tar products. They occur 
most commonly on the scrotum, hands and arms and are preceded by a general 


intoxication and dermatitis. H. R. Foerster, Milwaukee. 


MELANOMA OF THE Scacp. Ipa J. Mintzer, Am. J. Cancer 17:748 (March) 
1933. 


The author points out the infrequency of melanomas of the scalp and emphasizes 
the importance of histologic examination of excised tissue. The case presented 
was an instance of a benign pigmented mole which was subject to repeated trauma, 
and which became a malignant melanoma. The lesion had been excised as a “cyst” 
and recurred. Wide removal by endothermy and intensive roentgen therapy applied 
to the site and the regional glands were resorted to six months after the original 
removal, but the patient died a year later of extensive metastases. The original 
lesion, the recurrence and a cervical gland showed pigmented melanoma histo- 


logically. H. R. Foerster, Milwaukee. 


A Mitton Vott X-Ray. Epiroriart, Am. J. Cancer 17:790 (March) 1933. 


The likelihood of unusual curative possibilities in the heralded 1,000,000 volt 
x-ray is seriously questioned because the equivalent of a 6,000,000 volt x-ray is 
available in radium and, as has been repeatedly proved, x-rays and radium are 


equally effective under identical conditions. H. R. Foerster, Milwaukee. 


ERYTHROCYTES IN PELLAGRA. R. H. Turner, Am. J. M. Sc. 185:381 (March) 
1933. 


The data submitted were obtained by examination of the blood of fifty patients 
with pellagra, one patient with sprue and twenty-one medical students as controls. 
Fifty-six per cent of the patients with pellagra showed no appreciable anemia; 
16 per cent, slight anemia; 12 per cent, moderate anemia; 12 per cent, a severe 
type, and 4 per cent, an extremely severe type. No demonstrable anemia was 
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present in two thirds of those who died, nor did diarrhea appear to be more 
productive of anemia. The anemia was of the chlorotic, normocytic or microcytic 
type. 

In 6 per cent of the patients with pellagra the concentration of corpuscular 
hemoglobin was within normal limits; the average size of the erythrocytes, how- 
ever, tended to diminish in proportion to the severity of the anemia. This is in 
direct contrast to the tendency of erythrocytes in pernicious anemia. 






































Jamieson, Detroit. 








PARENTERAL LIVER ExTRACT THERAPY IN THE TREATMENT OF PELLAGRA. 
R. L. RAMSDELL and W. H. Macness, Am. J. M. Sc. 185:568 (April) 1933. 


This article is a preliminary report on the results obtained by the injection of 
liver extract in twenty-two cases of pellagra. 

No treatment was given in addition to the liver extract except rest in bed and 
a general house diet not supplemented by foods containing vitamin G. Liver 
extract 343, 2 cc. daily, was injected intramuscularly. 

In all cases appetite returned in a few days and clinical improvement was 
rapid. There were no deaths. 

Gastro-intestinal, cutaneous, mental and nervous symptoms improved more 
rapidly and completely than with dietary treatment. 

The time of hospitalization was greatly reduced, but it is believed that combined 
liver therapy and dietary treatment will yield even better results. 


Jamieson, Detroit. 


PRODUCTIVE-CICATRICIAL SYPHILITIC DISEASE OF THE PULMONARY ARTERY. 
H. T. Karsner, Arch. Int. Med. 51:367 (March) 1933. 


A case of this rare type of syphilitic involvement of the pulmonary artery is 
reported by Karsner and discussed in detail. The author also gives a summary 
of other reported cases. In all cases of this type involving the main stem of the 
pulmonary artery local or diffuse dilatation of the vessel was found. This was 
practically as frequent in gummatous types, however, as in the productive- 
cicatricial type. Anatomically, the aorta and the pulmonary artery were affected 
in essentially the same manner. Both sexes were affected equally. The greatest 
incidence was in the sixth decade of life. The most frequent murmur heard was 


a systolic murmur over the pulmonic area. JamrEson, Detroit 


INHERENT SENSITIVITY OF THE SKIN TO NICKEL AND COBALT (ALLIED 
ELEMENTs IN Group VIII, PErtopic System). S. G. Stewart, Arch, Int. 
Med. 51:427 (March) 1933. 


Stewart differentiates between acquired and inherent sensitivity and records a 
case of the latter in which the patient was subject to hay fever and was sensitized 
to cobalt and nickel. With patch tests cobalt and nickel produced a group reaction 
of the dermatitis venenata type, the speed and extent of the reaction depending 
on heat, moisture and the solubility of the salts used. 

On passive transfer tests, no results were obtained that would suggest any 
specific reacting agent in the blood. 

The most likely deduction was that there was a chemical reaction between some 
specific complex molecule in the epidermal cells and the salts of cobalt and nickel. 


JAMIESON, Detroit. 








STUDIES IN HYPERSENSITIVENESS IN CERTAIN DERMATOSES. M. B. SULZBERGER, 
W. C. Sparn, F. Samnis and H. I. SHanon, J. Allergy 3:423 (July) 1932. 


The authors studied nine cases of neurodermatitis disseminatus in an attempt 
to establish it as a nosologic entity. The features most commonly present in these 
cases were onset at an early age, a family history of allergy, the presence of other 
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allergic manifestations, a preceding infantile eczema, a clinical appearance of flexural 
and facial lichenification without vesicles, strongly positive reactions to direct testing 
with foods and inhalants, the presence of reagins in the serum and uniformly negative 
reactions to patch tests performed with common contact irritants. This entity 
should not be confused with eczema, which, according to the authors, is usually due 


to contact irritants. M. R. Cano, Chicago. 


HisToLoGic CHANGES IN ALLERGIC AND NONALLERGIC WHEALS. B. S. KLINE, 
M. B. CouEN and J. A. Rupovpu, J. Allergy 3:531 (Sept.) 1932. 


The authors made a histologic study of thirty-one specimens of human skin 
obtained at intervals after the intracutaneous injection of an allergen or histamine 
or after exposure to heat, cold or scratching. In twenty-seven patients there was 
hypersensitiveness to these procedures, while four were not hypersensitive. In 
allergic persons there was an early nonspecific inflammation, in which later there 
was a preponderance of eosinophilic cells. The intracutaneous injection of histamine 
produced a slight reaction of the tissues in nonallergic persons, while in allergic 
patients the reaction was almost identical with that produced by the allergen. 


M. R. Caro, Chicago. 


X. FuRTHER OBSERVATIONS ON THE TRANSMISSIBILITY OF TRYPARSAMIDE- 
RESISTANCE THROUGH GLOssINA. W. YORKE, F. MurGatrroyp and F. 
HawkKInG, Ann. Trop. Med. 27:157 (April 10) 1933. 


After the development of strains of trypanosomes that were highly resistant to 
tryparsamide, it was found possible to transmit these strains through flies 
(Glossina). The acquired resistance was not impaired after two successive passages 


through Glossina. JAMIESON, Detroit. 


THE RELATIONSHIP BETWEEN THE VIRUSES OF ZOSTER AND VARICELLA AS 
DEMONSTRATED BY THE COMPLEMENT-FIXATION REACTION. R. T. BRAIN, 
Brit. J. Exper. Path. 14:67 (April) 1933. 


The serum of persons convalescent from zoster and varicella contains specific 
antibodies, which can be demonstrated by complement fixation, the vesicle fluid being 
used as antigen. Fluid from zoster vesicles gives equally good fixation with zoster 
and with varicella serum, and the same is true of the fluid from varicella vesicles. 
These findings are in conformity with those of Netter and his colleagues in France. 
They seem to indicate the close relationship and possible identity of the viruses of 


zoster and varicella. THEODORE CoRNBLEET, Chicago. 


IMMUNOLOGIC STUDIES WITH PHAGE-COATED Bacteria. F. M. Burnet, Brit. J. 
Exper. Path. 14:93 (April) 1933. 


In the course of work on the classification of Bacillus coli and Bacterium 
dysenteriae bacteriophages, it became clear that two bacteriophages might be sero- 
logically almost identical and yet show lytic activity against distinct bacterial species. 
Conversely, two bacteriophages of the same resistance group and with a similar 
range of lytic activity might be serologically unrelated. Facts of this sort suggested 
the working hypothesis that the bacteriophage particle was of a bipolar nature, one 
aspect being specifically related to the bacterial surface, and the other to the 
appropriate antiphage, and that these two aspects might vary independently. It 
should follow that bacteria by which large amounts of bacteriophage had been 
adsorbed would be capable of reacting with the corresponding antiphage serum from 
which the normal bacterial antibodies had been removed. Such a reaction could be 
detected experimentally either by absorption of antiphage or by direct agglutination 
of the bacteriophage-coated bacteria. Although further work has rendered it almost 
certain that this hypothesis of bipolar bacteriophage particles is incorrect in any 
literal spatial interpretation, the technic suggested has proved, with some bacterio- 
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phages at least, a useful method of studying certain aspects of the bacteriophage- 
antiphage reaction. 

With this technic the author was able to show that bacteria by which certain 
bacteriophages have been adsorbed can be specifically agglutinated by antiphage 
serum, and can be used to absorb antiphage from an immune serum. Cross- 
absorption experiments by this technic have been carried out with two antigenically 
related bacteriophages and their antiserums. With one bacteriophage it has beer 
shown that a bacteriophage inactivated with formaldehyde can be adsorbed by 
bacteria and endow them with specific reactivity toward the corresponding antiphage. 


THEODORE CORNBLEET, Chicago. 


A SpeEctFic SOLUBLE SUBSTANCE FROM BACTERIOPHAGES. F. M. Burnet, Brit. 
J. Exper. Path. 14:100 (April) 1933. 


In the course of work on some aspects of the bacteriophage-antiphage reaction, it 
was found that an ultrafiltrate of bacteriophage was capable of blocking the homo- 
logous bacteriophage-antiphage reaction to a significant extent. Since no phe- 
nomenon of this type seems to be described in the literature, the author studied this 
blocking effect in the hope that it might throw some light on the mechanism of 
the bacteriophage-antiphage reaction. He demonstrated that the specific soluble 
substance is not adsorbed by bacteria sensitive to the corresponding bacteriophage 
and does not represent a soluble “lysin.” The activity of the specific soluble sub- 
stance is reduced by heating to temperatures above 65 C. and is completely lost 
after thirty minutes’ heating at from 90 to 93 C. By the addition of relatively 
large amounts of the specific soluble substance to bacteriophage-antiphage mixtures, 
the process of neutralization can be stopped and to some degree reversed. Rabbits 
inoculated with ultrafiltrates containing the specific soluble substance show a slight 
appearance of bacteriophage-inactivating antibodies. 


THEODORE CORNBLEET, Chicago. 


TREATMENT OF ImpETIGO. J. L. NEwMAN, Brit. M. J. 1:823 (May 13) 1933. 


School children with impetigo were divided into three groups. The first 
group of fifty children was treated with occlusive dressings of elastoplast. A piece 
of elastoplast bandage was applied to the lesion, whatever its stage of development. 
Crusts and superficial pustules were left untouched. The children were instructed 
not to remove the bandage or to wash it. The average time lost from school 
was nine and seven-tenths days; the longest, nineteen days, and the shortest, five 
days. 

A second group of sixty-five children was treated with dilute ammoniated 
mercury. They were instructed te keep the lesions well covered with it, and 
nothing was said about removal of crusts or any supplementary form of treatment. 
The average time lost from school was eighteen and six-tenths days; the longest, 
eighty-two days, and the shortest, five days. 

A third group of fifty children was treated similarly to the second group, but 
more intensively. Crusts were removed daily at the clinic, and ointment was 
applied six times during the day. The average time lost from school was twenty- 
two and five-tenth days; the longest, eighty-one days, and the shortest, three days. 

Thus the best results were obtained with the occlusive method, and the poorest 
results, with intensive treatment with ammoniated mercury ointment. In one patient 
lesions treated by the occlusive method healed more quickly than did lesions treated 


by other methods. Rattner, Chicago. 


Druc Eruptions. E. Granam-Littte, Brit. M. J. 1:824 (May 13) 1933. 


. _ The author reports a case of lupus erythematosus in which an intramuscular 
injection of solganol was followed almost immediately by an extensive eruption 
closely simulating erythema multiforme. 


RATTNER, Chicago. 
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PROTEOSE IN THE TREATMENT OF DISEASES OF THE SKIN. NORMAN BURGESS, 
Brit. M. J. 1:914 (May 27) 1933. 


The author’s experience with the use of urinary proteose in certain diseases of 
the skin has been encouraging. Satisfactory results were obtained in cases of 
chronic eczema and urticaria. The results were less striking in psoriasis and 
Besnier’s prurigo. The patients were all treated with proteose obtained from their 
own urine. Positive cutaneous reactions were obtained in 16 per cent of normal 
persons and in 67 per cent of patients suffering from various diseases of the skin. 
All the patients relieved by the treatment gave positive reactions to their proteoses 
before treatment, while after treatment and cure all those tested gave negative 


reactions. The experiments are reported in detail. RATINER, Chicago. 


CaLciuM THIOSULPHATE IN THE TREATMENT OF THE COMPLICATIONS OF “914” 
AND BismMUTH ADMINISTRATION IN SypuHILis. A. E. W. McLAGuHuean, Brit. 
M. J. 1:916 (May 27) 1933. 


Excellent results were obtained from the intravenous administration of calcium 
thiosulphate in six cases of toxic reactions caused by arsphenamine or bismuth. 
Two were cases of postarsenical dermatitis; one, jaundice; one, vomiting 
following the administration of arsphenamine, and two, dermatitis due to bismuth. 


RaATTNER, Chicago. 


THE SPECIFICITY OF URINARY PROTEOSE. ROBERT S. STEEL, M. J. Australia 
2:800 (Dec. 31) 1931. 


After an investigation of twenty-seven cases, among them five of urticaria, three 
of dermatitis herpetiformis, two of eczema, two of allergic dermatitis, and one each 
of toxic erythema and prurigo, the author concludes that the urinary proteose tests 


do not have a high degree of specificity, and that there is no great danger from 
the injection of high dilutions. If the substance is specific it is so highly specific 
that cutaneous reactions are of little value. Three normal patients had positive 
skin reactions. 


RATTNER, Chicago. 


GENERALIZED Favus. A. G. LourieR and M. G. Rerrr, Ann. de dermat. et 
syph. 3:913 (Qct.) 1932. 


The authors report a case of favus affecting the glabrous skin as well as the 
scalp of a girl, aged 14. Achorion schoenleinii was isolated by culture from both 


the blood and the lymph glands. Case Chia Tove 


Tue PotymMorPHOUS ERYTHEMAS: INFECTIOUS DISEASE OR REACTION OF 
INTOLERANCE. A. Tzanck and M. Corp, Ann. de dermat. et syph. 3:1073 
(Dec.) 1932. 


The authors contend that the confusion and uncertainty concerning the nature 
of the multiform erythemas have resulted from the fact that two essentially different 
conditions have been wrongly grouped together. One, which they call “infectious 
polymorphous erythema,” is a true infectious disease caused by pathogens and 
always ushered in by fever, malaise, sore throat and pain in the joints preceding the 
outbreak of the multiform cutaneous lesions. The symptoms, signs and clinical 
course are indisputably those of an infectious process. The other form of poly- 
morphous erythema is simply a “reaction of intolerance” to various agents of 
wholly diverse nature. It differs from infectious polymorphous erythema in the 
following particulars: absence of a premonitory infectious phase; absence of 
epidemics; greater polymorphism in the eruption; more marked pruritus (the most 
valuable of the differentiating clinical symptoms); absence of leukocytosis and 
presence of eosinophilia; more frequent relapses; occurrence in patients with a 
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family or a personal history of other allergic conditions, showing the important 
role played by the soil; the probability of sensitivity to a reactogen (e. g., hemato- 
porphyrin or sunlight); the therapeutic difference, i. e., desensitization instead of 
anti-infectious treatment, and finally, the multiplicity of offending agents, which 
may be chemical (albuminoid or crystalloid) or physical (light or heat). 

The authors believe that these two varieties of polymorphous erythema should 
be sharply separated, such diagnostic differentiation having not only theoretical 
interest but practical importance in serving as a guide to prognosis and treatment. 


Ganpby, Houston, Texas. 


ATYPICAL LICHEN PLANUS OF THE FOREHEAD SIMULATING GRANULOMA 
ANULARE. MILIAN and L. Perrin, Bull. Soc. franc. de dermat. et syph. 
39:1325 (Nov.) 1932. 

A man, aged 20, presented lesions on the forehead of six months’ duration, 
which consisted of papular and nodular elements arranged concentrically, the 
central zone showing pigmentation and atrophy. Except for the pigmentation 
and atrophy a clinical diagnosis of granuloma annulare of unusual localization 
seemed tenable, but biopsy revealed a structure typical of lichen planus, together 
with microscopic evidence of atrophy, confirming the clinical impression. The 
condition thus must be regarded as a particular variety of lichen planus, akin to 
lichen annularis and approaching the atrophic form described by Hallopeau and 


Darier. Ganpy, Houston, Texas. 


SPONTANEOUS IpIOsyNCRASY TO OIL oF Cape. GouGEROT and R. COHEN, 
Bull. Soc. frang. de dermat. et syph. 39:1336 (Nov.) 1932. 


In 1922, Gougerot and his co-workers reported the case of a patient who was 
hypersensitive to oil of cade and who suffered a hemoclastic shock following the 
local application of this preparation. They were able to desensitize the patient 
by applications of increasing strength. Gougerot and Cohen record the case of 
a psoriatic patient who showed an eczematous reaction to oil of cade and yet 


could tolerate strong applications of chrysarobin. oe 


Nitritorip Crists FOLLOWING INJECTION OF ANTISTREPTOCOCCUS VACCINE. 
GouceErot and P. Brum, Bull. Soc. frang. de dermat. et syph. 39:1342 
(Nov.) 1932. 


In a patient suffering from streptococcic elephantiasis of the right leg, recur- 
ring erysipelas developed on the affected leg. Vaccine treatment was instituted. 
The injections were borne for a time without untoward effect, but suddenly a 
nitritoid crisis was precipitated. Immediately following an injection of the vac- 
cine, part subcutaneously and part intradermally, the patient was seized violently 
with a sense of suffocation and impending death. The face and ears became 
flushed, the eyes filled with water, and the veins of the neck stood out. The blood 
pressure rose, the pulse was rapid, palpitation was complained of, and breathing 
was extremely difficult. All the symptoms subsided in fifteen minutes after the 
administration of 20 drops of epinephrine hydrochloride. This crisis was com- 
parable in every respect to that produced by the arsphenamines, and was repeated 
in this patient every time an injection of the antistreptococcus vaccine was 


attempted. Ganpy, Houston, Texas. 


MULTIPLE, INFILTRATED, ERYTHEMATOUS PLAQUES OF THE SKIN: A NEW 
DERMATOSIS? GOUGEROT, CARTEAUD and BELSOER, Bull. Soc. franc. de 
dermat. et syph. 39:1345 (Nov.) 1932. 


A woman of 32 years was afflicted with cutaneous lesions which the authors 
found puzzling. Nine months after the appearance of sensations of numbness in 
the lower extremities, a round erythematous plaque with a bright red central 
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punctum appeared suddenly on one leg. The lesion subsided rapidly under the 
influence of wet dressings and was interpreted as a simple insect bite. Forty- 
eight hours later, however, other plaques identical to the first appeared on the 
same leg. For the following four months these lesions continued to appear and 
disappear on all the extremities, the remissions varying from three to six weeks 
in length. 

The average diameter of the lesions was 6 cm.; they were reddened, painful, 
infiltrated and indurated, hypodermic, plaque-like elements. The skin was hot 
and flushed. The “erythematous crises” were often preceded by either extreme 
irritability or depression. After some conjecture regarding the etiology, it was 
concluded that by reason of its sudden evolution, the rapid recovery and the 
existence of certain prodromes, the condition must belong to the group of anaphy- 


ctic dermatoses. a 
lactic dermatose . Ganpy, Houston, Texas. 


‘ 
DISSEMINATED CONDENSING BONE CENTERS AND CONGENITAL SYPHILIS. S. 
KADRNKA and A. HIRLEMANN, Rev. d’orthop. 20:29 (Jan.-Feb.) 1933. 


The condition described is rare and is usually seen only as an unexpected finding 
during roentgen examination. It is generally seen in young persons and is found 
in males more frequently than in females. Thirty-five cases have been reported. 

The typical x-ray picture shows numerous small, discrete, opaque spots, varying 
in size from that of a pinhead to that of a millet seed. These spots occur in the 
epiphyseal and metaphyseal areas, especially of the femoral head and the humeral 
head, and occasionally in the carpal bones. The vertebrae are seldom affected. 
Occasionally the condition appears as multiple lines extending in the direction of 
growth and seen in the metaphyseal area. The pathology remains obscure, though 
a history of syphilis in the antecedents is usually obtainable. 


C. A. Ryan, Vancouver, Canada. [Am. J. Dis. Cuivp.] 


SPIROCHAETA PALLIDA IN “Dry SMEARS.” Fetix Wetss, Arch. f. Kinderh. 
95:300 (Feb.) 1932. 


The method described by Weiss for determining the presence of spirochetes 
consists in the following: A solution of brilliant cresyl blue is dried on a slide. 
The material to be studied (nasal secretion, conjunctival secretion or exudates from 
the skin or other sources) is placed on the slide and streaked across the dye in 
parallel strokes. After drying, a drop of cedar oil or Canada balsam is added 
and a cover slip placed in position. The preparation is studied with the oil 
immersion lens. The cells and spirochetes stand out as white bodies against a 
violet background. This method compares favorably with dark-field illumination 
in the identification of Spirochaeta pallida. 


E. J. Lestre, Chicago. [Am. J. Drs. Curvp.] 


GRANULOMA FuNGoIDES. ALBERT WIEDMANN, Dermat. Wechnschr. 94:777 
(June 4) 1932. 


The author describes two fatal cases of granuloma fungoides and the histologic 
changes. The first patient was a man, aged 52, in whom multiple tumors developed 
without a premycotic stage four weeks before his entrance to the clinic. During 
the two months in the hospital, his condition became progressively worse, with 
involvement of the gastro-intestinal canal. Death was due to perforation of a 
granuloma fungoides lesion of the stomach followed by peritonitis. The second 
patient was a man, 68 years of age, who had had a pruritic eruption for two years. 
He presented an extensive erythroderma. Death was due to pneumonia. The 
histologic changes in each case confirmed the diagnosis. 


Taussic, San Francisco. 
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THe DEVELOPMENT OF CONGENITAL SYPHILITIC CHILDREN AND HEALTHY 
CHILDREN OF SyPHILITIC MoTHeRS. FRIEDRICH LEO, Dermat. Wchnschr. 
94:787 (June 4) 1932. 


This is a detailed statistical study of the development of children with con- 
genital syphilis observed between 1908 and 1930. Of 175,108 children seen, 
0.31 per cent were syphilitic; 56 per cent of the babies of syphilitic mothers with 
positive Wassermann reactions at the time of parturition remained healthy, while 
76 per cent of those of syphilitic mothers whose Wassermann reaction was nega- 
tive remained’well. This indicates that the more thorough the treatment of the 
mother during pregnancy the better the chance for healthy offspring. 


Taussic, San Francisco. 


So-CaLLep Pityriasis LICHENOIDES ET VARIOLIFORMIS AcuTA. A. POEHL- 
MANN, Dermat. Wchnschr. 94:821 (June 11) 1932. 


A polymorphous eruption developed on the extremities of a girl, aged 13, 
following angina. The general health was unaffected, except for intense pruritus. 
Many of the lesions were the macules and papules typical of pityriasis lichenoides 
chronica associated with vesicular, hemorrhagic, papulonecrotic and varioliform 
lesions. The disease lasted for five months. The histologic changes consisted 
in marked damage to the epidermis, with perivascular inflammatory changes. 
Syphilis, papulonecrotic tuberculid and varicella are considered in the differential 
diagnosis. The author considers the condition to be of hematogenous origin. 
Treatment has no apparent effect on the course of the disease. 


Taussic, San Francisco. 


Tue CHANGES OF THE MUSCULATURE IN DIFFUSE SCLERODERMA OF THE UPPER 
EXTREMITY, AMPUTATED ON AccoUNT OF BuLious GANGRENOUS ERYy- 
SIPELAS. AuGustT Marras, Dermat. Wchnschr. 94:829 (June 11) 1932. 


The hand and forearm of a boy, aged 19, with extensive diffuse scleroderma 
were amputated on account of a bullous and gangrenous condition of the hand. 
In addition to the usual picture of scleroderma in the indurative stage, histologic 
examination revealed marked changes in the musculature. This consisted of degen- 
erative changes in the muscle fibers and also in proliferation of the interstitial 
connective tissue leading to obliteration of the muscle bands. 


Taussic, San Francisco. 


Prurico-Eczema. C. Krerpicu, Dermat. Wchnschr. 94:849 (June 18) 1932. 


The author discusses the proper classification of prurigo. He believes that 
it is more closely related to the neurodermitis group than to the urticaria group. 
Taussic, San Francisco. 


A Case OF NAEvuS FLAMMEUS OF THE FACE ASSOCIATED WITH GLAUCOMA. 
K. STEINER, Dermat. Wchnschr. 94:851 (June 18) 1932. 


A woman, aged 42, with an extensive naevus flammeus of the right side of her 
face, shoulder and arm had congenital glaucoma. Thirty similar cases have been 


reported in the literature. Taceuse Sen Penncince 


THE SERUM REACTION (WASSERMANN, KAHN AND SACHS-GEORGI) IN TUBER- 
CULOSIS OF THE SKIN. O. N. Popwyssotzkaja and S. L. ScHIRWINDT, 
Dermat. Wchnschr. 94:853 (June 18) 1932. 


Patients with various forms of tuberculosis of the skin were found as a rule 


to have negative reactions of the blood. ae a oo 








ABSTRACTS FROM CURRENT LITERATURE 407 


INVESTIGATIONS CONCERNING DERMATITIS HERPETIFORMIS OF DuHRING. L. 
WILLBRAND, Dermat. Wchnschr. 94:856 (June 18) 1932. 


The author concludes that: 1. The blood picture is not specific. 2. The 
rate of sedimentation of the red blood cells is increased, and returns to normal 
only after recovery. 3. The condition is intensified in every instance by the oral 
administration of potassium iodide. 

Taussic, San Francisco. 


FURTHER ATTEMPTS TO CULTIVATE TUBERCLE BACILLI FROM THE BLOOD IN 
TUBERCULOSIS OF THE SKIN BY LOWENSTEIN’Ss METHOD. P. KALLos, 
Dermat. Wchnschr. 94:861 (June 18) 1932. 


The author was unable to obtain a single positive blood culture of tubercle 
bacilli in thirty-four cases of florid tuberculosis of the skin and tuberculids. This 
agrees with a number of other investigators who have attempted to duplicate Kren 


and Léwenstein’s results. ‘Titties Gan Cimsions 


PEMPHIGUS GRAVIDARUM AND DIABETES INsIpripus. A. BUSCHKE and REIN- 
HARD WotrrF, Dermat. Wchnschr. 95:1166 (Aug. 6) 1932. 


The patient, a woman, 26 years of age, had had diabetes insipidus ever since a 
fall which had occurred eighteen years previously. Pemphigus started in the fifth 
month of pregnancy, five months before the patient’s entry to the clinic. This 
condition became worse during an endometritus that occurred following delivery. 
In spite of various types of therapy, her condition became progressively worse, 
with a fatal outcome nine months after the onset of the pemphigus. This case 
supports the authors’ theory that pemphigus may be due to a disturbance in the 
midbrain and other portions of the sympathetic nervous system as well as to a 
dysfunction of the system of internal secretions. 

TaussiG, San Francisco. 


THE CULTIVATION OF TUBERCLE BACILLI FROM THE BLOOD IN TUBERCULOSIS 
OF THE SKIN. PauL von ENGEL, Dermat. Wchnschr. 95:1225 (Aug. 20) 
1932. 


The author made blood cultures in thirty-two cases of lupus vulgaris and ten 
cases of other types of tuberculosis of the skin and tuberculids. The technic fol- 
lowed was that of Kren and Lowenstein, and in three cases of lupus vulgaris 
positive cultures were obtained. In these the peptone-containing culture medium 
of Petregnani was also satisfactory. Instead of acetic acid, a solution of saponin 
may be used to accomplish the necessary hemolysis. 


Taussic, San Francisco. 


CHEMICAL NATURE OF THE TOXIN WuiIcH CAUSES PELLAGRA AND DISCOVERY 
OF THE THIOSULPHATE TREATMENT OF PELLAGRA. IBRAHIM SABREY, 
Dermat. Wchnschr. 96:217 (Feb. 18); 265 (Feb. 25) 1933. 


The author believes that pellagra is due to a definite toxin and not to 
avitaminosis. He has identified this toxin as dioxyphenylalanine and shows that 
it is apparently present in maize, beans and artificial wine. Avitaminosis or poor 
nutrition is a contributory rather than a causative factor. The pigmentation which 
occurs in peilagra is due to the reaction between the pellagra toxin (dioxyphenylala- 
nine) and the normally present dopa-oxydase to form melanine. This reaction is 
protective in that it removes the toxin from the blood stream. Chemical experi- 
mentation showed that sodium thiosulphate has an affinity for dioxyphenylalanine 
and also for the similar oxyphenylalanine (tyrosine) which occurs in plant life. 
During recent years ninety-seven persons with pellagra have been treated with 
sodium thiosulphate. Many of them had extremely severe pellagra, but all 
recovered. The chemically pure sodium thiosulphate was used, 10 cc. of a 10 per 
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cent solution being injected intravenously each day. The average number of treat- 
ments was from ten to fifteen. 

(An earlier article of the same title was published by Sabrey in the Journal of 
Tropical Medicine and Hygiene [34:303, 1931]. The argument and conclusions 
were the same, but fewer patients had been treated.) 


Taussic, San Francisco. 


LeuKopeRMA. A. E. REuTE, Dermat. Ztschr. 64:213 (Aug.) 1932. 


The literature regarding leukoderma in connection with various conditions of 
the skin is briefly reviewed and discussed. In addition, certain personal observa- 
tions of the author are discussed. He concludes that: 1. Syphilitic leukoderma 
is dependent on a more or less marked infiltration which may lead to hyper- 
pigmentation or depigmentation. The entire process may be influenced by changes 
in the central nervous system. 2. In psoriasis also the infiltrative process plays 
an important role in the development of a leukoderma. In the patients treated 
with arsenic an irritation of the central nervous system may be a factor. 3. The 
depigmentation following pityriasis versicolor may be caused by damage to the 
pigment-producing cells by substances formed as a result of the rapid destruction 


of the fungus by the action of the sun. Tavussic, San Francisco 


THE IMPORTANCE OF THE CUTI AND IMMUNE CLUMPING REACTIONS IN THE 
D1aGNosis OF DERMATOSES CAUSED BY THE BACILLUS ABORTUS OF BANG. 
Ericu Ursacu, Dermat. Ztschr. 64:230 (Aug.) 1932. 


The four usual types of eruption due to the infection of human beings with 
Bacillus abortus are: (1) follicular papules, (2) exanthematous eruption, (3) 
bullous hemorrhagic dermatitis and (4) erythema multiforme-like eruption. The 
author reports an example of a fifth type which resembled dermatitis herpetiformis, 
and which lasted for more than three years. The intracutaneous test with Bacillus 
abortus vaccine gave positive results. Furthermore, a clumping reaction test, 
similar to that used by Miiller as a test for syphilis, was positive. The vaccine 
was used therapeutically. Taussic, San Francisco. 


THE ANATOMY OF THE NAILS. WALTHER KRANTZ, Dermat. Ztschr. 64:239 
(Aug.) 1932. 


Krantz shows that the nail-plate and nail-bed grow together from the matrix 
outward. If a subungual hemorrhage occurs, it grows out with the nail. Further, 
if a mark is made on the nail-bed after surgical removal, this mark grows out 
ahead of the nail instead of being covered by it. 


TaussiG, San Francisco. 


THe ALLERGIC CHARACTER OF COLD URTICARIA. Fritz BERNSTEIN, Dermat. 
Ztschr. 64:242 (Aug.) 1932. 


In three cases of cold urticaria the author was able to demonstrate free anti- 
bodies in the serum by the passive transfer method of Prausnitz-Kiistner. This 
indicates true allergy rather than neurogenous idiosyncrasy to a physical irritant. 


Taussic, San Francisco. 


AN EXTENSIVE CONGENITAL CUTANEOUS DEFECT OF THE SCALP. ERNA ZITZKE, 
Dermat. Ztschr. 64:247 (Aug.) 1932. 


A baby 9 months old was observed, who was born with the skin missing over 
a considerable portion of the scalp. Two older children of the same parents were 
normal. There was no evidence of syphilis. Two possible explanations are pro- 
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posed: 1. The mother was a midwife and used her bicycle making calls during 
pregnancy, thus possibly causing intra-uterine trauma to the fetus. 2. The parents 
were cousins, and it is possible that consanguinity may have been the causative 


tactor. Taussic, San Francisco. 


RaRE CASES PRESENTING PROGRESSIVE IDIOPATHIC ATROPHY OF THE SKIN 
SIMULTANEOUSLY WITH CANCER OF THE SKIN, SCROFULODERMA AND PARA- 
PSORIASIS LICHENOIDES. W. B. Berson, Dermat. Ztschr. 64:251 (Aug.) 
1932. 


1. A woman, aged 70, presented idiopathic atrophy of thirty years’ duration; 
in addition, she had an epithelioma of the left leg which started ten years previously. 

2. A man, aged 59, had had the atrophic condition for eleven years. One year 
previously, a scrofuloderma had developed on the left forearm. 

3. A man, aged 40, presented a generalized case of parapsoriasis in addition 


to long-standing progressive atrophy. Taussic, San Francisco 


EXTRAGENITAL SYPHILITIC INFECTIONS OF S1x MEMBERS OF ONE FAMILY. 
JenO FottmMan, Borgyogyaszati szemle 11:37 (March) 1933. 


In six female members of one family, three adults, a child of 12 years and two 
infants, primary lesions of the tonsils developed. The infection was transmitted in 
each case through the common use of eating utensils. One of the women was 
seven months pregnant at the time she became infected and gave birth to a healthy 
infant. The cases are described in detail, and there is a brief review of the literature 
dealing with methods of infection in extragenital lesions. 


Scuorr, Chicago. 


CHANGES IN THE SKIN IN CHRONIC ENCEPHALITIS. H. HAXxTHAUSEN, Acta 
dermat.-venereol. 13:408 (Nov.) 1932. 


Haxthausen describes certain changes in the skin observed in patients with 
chronic encephalitis. They consist of pigmentary anomalies, hypertrichosis, eczema, 
prurigo, self-induced lesions and trophic lesions. Many patients also have pro- 
nounced seborrhea of the face. The hyperpigmentation, which resembles chloasma 
uterinum, usually occurs in the form of an arched band on the forehead a little 
in front of the hair line. Occasionally, instead of a band, there is diffuse pigmenta- 
tion, which also involves the cheeks. In one patient there was involvement of the 
body; the lesions appeared in a unilateral, pseudosegmental arrangement. The 
patches of eczema and prurigo were morphologically typical, but their outlines were 
remarkably well defined; they ran in straight lines, and the distribution was 
strikingly unilateral. The affected areas did not correspond to the areas of innerva- 
tion of individual nerves or of definite segments of the spinal cord. Self-inflicted 
lesions were seen in five of fifty patients examined, all of whom showed mental 
changes, but in none was there any loss of sensibility. The causal relationship 
between these changes in the skin and encephalitis has not been explained. Hax- 
thausen suggests that just as observations of the location of herpes zoster led to 
the mapping out of the so-called zones of Head on the skin, so is it possible that 
observations of encephalitic diseases of the skin will lead to a charting of new areas 
which correspond to definite areas of the central vegetative centers. 


DISSEMINATED Miuititary Lupus. TAuno PutKonen, Acta dermat.-venereol. 
13:590 (Nov.) 1932. 
A patient with lupus miliaris of the face and lichen scrofulosorum of the trunk 
was treated with injections of gold salts and bismuth and with ultraviolet irradia- 
tion. Improvement was rapid only after treatment with bismuth was instituted. 


The author attributes the ultimate cure to bismuth. Ratrner, Chicago. 
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CULTURE OF TUBERCLE BACILLI FROM Lupus LESIONS OF PATIENTS UNDER 
THE GERSON-HERMANNSDORFER-SAUERBRUCH Duet. NIELS DANHOLT, 
Acta dermat.-venereol. 13:617 (Nov.) 1932. 


The author successfully cultured tubercle bacilli by the Lowenstein method 
from twelve patients with lupus vulgaris who had shown clinical improvement 
on the salt-free diet. Apparently the beneficial results of the dietary treatment 


are not due to action directly on the tubercle bacilli. ScHorr, Chicago. 


THE HERMANNSDORFER-SAUERBRUCH DIET IN THE TREATMENT OF TUBERCU- 
LOSIS OF THE SKIN. E. BruusGarp, Acta dermat-venereol. 13:628 (Nov.) 
1932. 


Of fifteen patients with tuberculosis colliquativa, nine became symptom-free, 
three improved, and three are still under treatment. Of forty-four patients with 
lupus vulgaris, twenty-six became symptom-free, fifteen improved, in three the 
treatment had no influence, although one later became symptom-free when treat- 
ment with Finsen rays was added, and two died. In another group of thirty-two 
patients treated with the diet and with Finsen rays, nineteen became symptom- 
free, eight improved greatly, and five later had recurrences. 


Scuorr, Chicago. 


Is THE SENSIBILITY IN ALLERGY GENERAL? Ernst B. SALen, Acta med. 
Scandinav. 78:197 (July 23) 1932. 


The cells carrying the allergic reactivity (endothelial cells) are sensitized every- 
where in the body, without regard to clinical symptoms, in bronchial asthma, 
urticaria or Quincke’s edema. Whether the clinical manifestations are localized 
to one organ or are more generalized depends, among other factors, on the mode 
of introduction of the allergic agents and on the dose. 

To illustrate this thesis, the author relates the history of a patient in whom 
Quincke’s edema of the face developed after the eating of nuts on two occasions 
during a seven year period. When an attempt was made to test his reaction to 
nuts by the injection of an extract of 0.2 mg. of nuts intracutaneously, severe 
symptoms of asthma developed, followed by epigastric pain, vomiting, collapse, 
unconsciousness and loss of sphincteric control. The patient recovered after 
injections of epinephrine and camphor. Urticaria and edema of the feet and hands 
persisted for twenty-four hours. However, when the patient ate two almonds, 
vasomotor rhinitis developed without other manifestations. 


That the urogenital tract may show symptoms of allergy is illustrated by the 
histories of two patients with asthma, who at the paroxysm had frequent and 
painful urination. A culture of the urine was sterile; the sediment, however, 


contained many eosinophils. Kajp1, Baltimore. [Am. J. Dis. CurIvp.] 


YELLOW PIGMENTATION OF THE SKIN ACCOMPANYING CAROTENEMIA. E. 
Moro, Acta pediat. 13:364 (June 6) 1932. 


The pigmentation of the skin that is associated with a diet rich in carotenoids 
is most easily seen at the rims of the nostrils, on the forehead and the chin and 
particularly behind the ears and over the knuckles of the fingers and toes. In 
well marked cases it may be found on the palmar and plantar surfaces and else- 
where, but less commonly. The coloration is probably located in the epidermis 
and is best revealed where the skin is naturally transparent or can be made so 
on pressure. The most marked examples are seen in subjects who tend to sweat 


freely. McIntosu, New York. [Am. J. Drs. Cutvp.] 
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OCCURRENCE OF TUBERCLE BACILLI IN THE GASTRIC LAVAGE FROM ONE Hun- 
DRED CONSECUTIVE CASES OF ERYTHEMA Noposum. J. Puivipson, Acta 
pediat. 13:393 (June 6) 1932. 


Sixty-six of a hundred cases of erythema nodosum occurred in girls. In four 
cases the result of the cutaneous test with 10 mg. of tuberculin was negative; 
the remaining subjects gave positive reactions to tuberculin. The search for 
tubercle bacilli was made at the time of the eruption or soon after its onset; in 
forty-seven of ninety-six cases the organisms were recovered. In patients with 
a relatively mild degree of involvement of the hilar nodes as shown by roentgeno- 
grams, the number of recoveries of organisms was somewhat increased by repe- 
tition of the lavage of the stomach on two successive mornings. Tubercle bacilli 
remained demonstrable in the sputum by gastric lavage from two to six months 
after tuberculous erythema nodosum had disappeared. 


McIntosu, New York. [Am. J. Dis. Cu1p.] 


ERYTHEMA NoOpDOSUM IN PRIMARY EXTRAPULMONARY ‘TUBERCULOSIS. 
WALLGREN, Acta pediat. 13:465 (June 6) 1932. 


When erythema nodosum depends on allergy to tuberculosis, its occurrence 
almost always coincides with that of the initial fever. In 1927, Wallgren described 
cases of erythema nodosum associated with tuberculosis of the cervical lymph nodes, 
which suggested that the involvement of the glands was part of the primary complex 
and that the primary focus was extrapulmonary, probably located in the pharynx, 
though it had not been identified. In 1928, Fernbach described a patient in whom 
the primary focus was demonstrated in the tonsils. 

Wallgren presents the cases of two patients with erythema nodosum, a positive 
tuberculin test, initial fever, enlargement of the cervical lymph nodes and a probable 
primary focus in the oral cavity. In one of the patients there was an ulcer of 
the gums, which was proved to be tuberculous by section and inoculation of guinea- 
pigs; the tonsils of the other patient were removed and were found to be tuber- 
culous. In both cases, the lungs were clear on physical and on roentgen examination. 
Analogous to the periadenitis that extends from the hilar nodes at the height of 
the initial fever in cases of epituberculosis, in one of the patients there was an 
edematous reaction about the tuberculous cervical nodes. 

Two other cases of tuberculosis of the tonsils and of the cervical lymph nodes 
are described, both associated with erythema nodosum. In these cases also, although 
the lungs were not examined roentgenologically, it is highly probable that the 
primary focus was extrapulmonary. 

The author calls attention to the rarity of tuberculous gingival ulcers in 
childhood. His patient was 2 years old. 


McIntosn, New York. [Am. J. Dis. CurLp.] 
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LOS ANGELES DERMATOLOGICAL SOCIETY 
Louis F. X. Witueim, M.D., Secretary 
Regular Monthly Meeting, Jan. 10, 1933 
SaMmueEt Ayres, Jr., M.D., Chairman 


PIGMENTATION DveE To BismMuTH (7). Presented by Dr. Irvinc R. BANcRort. 


Mr. M. has an eruption of the skin which appeared after four injections of 
bismuth and four of neoarsphenamine, which he was receiving for syphilis. At 
first the eruption resembled pityriasis rosea, but pigmented macules appeared after 
he had six injections of each drug, and pigmentation of the vermillion borders of 
the lips appeared at the same time. He has had no neoarsphenamine or bismuth 
since October, 1932. 

The eruption appeared first on the shoulders, then on the lips and the upper 
part of the chest. 

DISCUSSION 

Dr. STANLEY O. CHAMBERS: A diagnosis of lichen spinulosis or of lichen 
planus atrophicus should be considered. The patient has lesions of the mucous 
membranes which are compatible with this diagnosis. In addition, there is definite 
atrophy in the pigmented lesions. I should suggest that biopsy be performed on 
tissue taken from an active lesion and from an atrophic patch. 

Dr. H. C. L. Linpsay: There is an atrophic lesion on the side of the chest. 

Dr. Netson P. ANDERSON: I think that the eruption may be lichen planus 
or a lichen planus-like eruption produced by either bismuth or arsenic, or by both, 
followed by pigmentation. The condition may be due to bismuth alone. I do not 
believe that it is due to an extraneous cause, but think that it has some connection 
with the treatment. 

Dr. SAMUEL Ayres, Jr.: Why cannot the condition be explained on the 
basis of an atypical arsenical eruption? The patient had a chancre several years 
ago and has had no lesions since then until recently, while undergoing treatment. 
I can conceive of the condition as possibly a fixed eruption due to arsenic. The 
follicular lichenoid lesions may be unusual manifestations of arsenic poisoning. 
If a biopsy is done, I hope that Osborn’s microchemical stain for arsenic is used. 

Dr. STanLtEY O. CHAMBERS: I see no reason for necessarily considering 
arsenic and bismuth as causative agents, merely because such drugs were admin- 
istered. The palms are entirely free from the eruption, yet this is an excellent 
anatomic location for arsenical eruptions. 

SUBSEQUENT Note.—Biopsy revealed a typical picture of lichen planus, with 
considerable pigment in the corium. In addition, horny plugs were present in the 
follicular orifices. 


A Case For Dracnosis. Presented by Dr. NEtson P. ANDERSON. 


Mr. R., aged 59, a cigar maker, has had trouble with his skin for about two 
years. The condition began as brownish, pigmented, slightly elevated lesions 
2.5 cm. in size, one on each side of the face. The lesions have been slowly 
increasing in size. They have been diagnosed as sarcoid, lupus erythematosus 
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and, possibly, leprosy. They have been treated by roentgen rays and electro- 
desiccation. About six weeks ago the patient's mouth became sore, particularly 
after the taking of hot and acid foods, and about three weeks ago a generalized 
itching erythematosquamous eruption appeared on the body. The Wassermann 
test of the blood gave negative results. Routine examination of the urine and 
examination of the urine for arsenic after an injection of sodium thiosulphate gave 
negative findings. Nasal smears were negative for acid-fast bacilli (Hansen's). 

Examination revealed an erythematosquamous eruption involving the arms and 
legs and also the palms. The lower lip and the buccal mucous membrane pre- 
sented an eruption composed of reticulated white lines and streaks with a lace- 
work pattern. The case is presented for diagnosis and suggestions as to treatment. 


DISCUSSION 


Dr. Curis R. HALLORAN: Was any medication given before the lesions on 
the arms appeared? 

Dr. H. C. L. Linpsay: Has the patient marked nervousness? Some con- 
ditions of this type are stationary in the beginning and later develop into more 
or less generalized systemic conditions, with a complexity of symptoms, and it 
is difficult to make a definite diagnosis. A type of systemic lupus erythematosus 
exists in which the determatologic manifestations are not marked. 


Dr. Curis R. HALLorAN: I recall a case of lupus erythematosus disseminatus 
apparently brought on by injections of a gold compound which were given for 
a few discoid lesions of lupus erythematosus on the cheek. 

Dr. CHARLES R. CaAsKEy: I saw this patient last year. At that time he 
had a brownish, smooth, raised lesion on the cheek which I regarded as a sarcoid. 
He had a few roentgen treatments but without benefit. Later the lesion was 
cauterized. That is probably why one sees such a marked depression. 


FrxED ERYTHEMA (?). Presented by Dr. GeorGe F. Koetrer. 


Mr. M., aged 56, is married and has no children. The past history reveals 
that he had gonorrhea thirty-six years ago and syphilis for some time, the date 
of the latter infection being unknown. The Wassermann reaction of the blood 
has been negative for several consecutive years. The spinal fluid has not been 
examined. He has taken cathartics containing phenolphthalein for several years. 
The present complaint is of hematuria, pruritus ani and an eruption on the lower 
extremities. The eruption began about six years ago as a single, raised, erythem- 
atous, sharply defined patch. This lesion disappeared after the use of calamine 
lotion and left no residue. A recurrence was noted in the same location three 
years later. The present eruption consists of irregularly shaped and round to 
circinate, raised, erythematous and urticaria-like lesions. It has been present for 
six months and has gradually increased in size and outline. The diagnosis is 
recurrent fixed erythema the etiology of which is thought to be phenolphthalein. 


DISCUSSION 


Dr. NeELtson P. ANDERSON: I think that the condition is erythema annulare 
centrifugum (Darier). Similar cases have been reported in this country by Throne 
and by Goodman and Sweitzer. 


Dr. GeorGE F. Koetter: I think that the appearance of the eruption today 
gives a different impression than it did three weeks ago. The lesions were definitely 
wheal-like, elevated, sharply defined and bluish red and had clear centers. The 
patient has been using calamine lotion. No scaling such as is present this evening 
was noted three weeks ago. 

Dr. SAMUEL AyRES, JR.: I saw a patient recently, a woman, with exactly 
the same type of eruption, who had pyelocystitis for which she was being treated. 
One night the eruption suddenly disappeared and has never recurred. The dis- 
appearance was unrelated to any treatment I had given her. The urologist who 
was attending her said that the disappearance of the rash was coincident with a 
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marked improvement in the genito-urinary infection. The patient presented appar- 
ently has a prostatic infection which may be an etiologic factor. He stated that 
he has not taken any phenolphthalein for four months. If that is true, it is 
dificult to see how the eruption could be caused by that drug. 


A Case For Dracnosis. Presented by Dr. Curis R. HALLORAN. 


Mrs. G. has had a generalized erythematous scaling eruption for the past four 
months. It appeared first on the trunk and extremities and became generalized 
fairly rapidly. The patient had been taking some pills as a laxative. The exact 
composition of the pills is unknown, but her physician stated that they did not 
contain phenolphthalein. Their discontinuance has had no effect on the eruption. 
A biopsy specimen taken from the margin of an active lesion on the left arm 
presented a picture of a mild inflammation, with a collection of lymphocytes and 
an occasional plasma cell surrounding the blood vessels, and moderate prolongation 
of a few rete pegs into the corium. A diagnosis of mycosis fungoides was not 
warranted from the microscopic observations. 


DISCUSSION 
Dr. Wittiam H. GOECKERMAN: I think that the case needs further study. I 
do not see how one can make a diagnosis from the clinical picture. I, too, thought 
of mycosis fungoides, but could not make any definite diagnosis other than a 
malignant form of erythrodermia. If one considers pityriasis rubra (Hebra), one 
needs to be cautious, because that is probably a morphologic phenomenon. The 
condition may develop into pityriasis rubra (Hebra), but one cannot be positive 
about it now. I believe that a lymphoblastoma is probably present. 
Dr. Netson P. ANDERSON: Some time ago, in looking up pityriasis rubra 
of Hebra, I found that there is some doubt as to whether such an entity ever 
existed. No one has ever been able to study as large a number of patients as 


Hebra, approximately eleven of fifteen of whom died. It has been remarked that 
Hebra was enthusiastic as to the merits of arsenic and gave his patients huge doses 
of this drug as a therapeutic measure. The question comes to mind whether the 
patients whom he treated already had an arsenical exfoliative dermatitis of 
unknown origin, which was aggravated by the arsenic. 


A Case For Dracnosis. Presented by Dr. Curis R. HALLORAN. 


Four months ago the patient had a stye on each upper eyelid. The stye on 
the right eyelid disappeared, while that on the left eyelid persisted for one month 
after it was incised. It was again incised, and serum and blood, but no pus, were 
obtained. At the time of the second operation an erythematous lesion the size 
of a dime appeared on the right cheek. This lesion increased in size, and small 
follicular pustules appeared later on its surface. The condition has spread 
until both cheeks and the bearded regions are involved. There are also a few 
lesions on the forehead. There is no history of the ingestion of laxatives or of 
other drugs. The patient has always used the same shaving cream and toilet soap. 
At times the newly formed lesions have had definite scales. The Wassermann 
test of the blood gave negative results. No etiologic external irritant has been 
found. 

DISCUSSION 


Dr. Curis R. HALtoran: The clinical picture seems to be that of rather 
resistant acne rosacea. Dr. Ayres believes that Demodex folliculorum is the 
etiologic factor in acne rosacea, but one finds this parasite on numerous skins 
that apparently are normal. 

Dr. Stancey O. CHAMBERS: The possibility of lupus vulgaris should be 
considered. 
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Dr. Curis R. HALLORAN: I thought that the condition was lupus or one of 
the tuberculids and wished to take a biopsy specimen, but the patient would 
not permit it. 

Dr. Wirt1am H. GOECKERMAN (by invitation): I do not know whether 
Dr. Chambers has the same condition in mind as I have, though I am going to 
give it a little longer name, lupus disseminatus miliaris facei. It is probably a 
tuberculid rather than true lupus vulgaris and is the type resembling acne rosacea, 
of which the literature contains so many reports. When this condition came to 
my attention several years ago, | searched the literature and found that Jadassohn 
had called attention to it more than thirty years previously. I believe that the 
condition is a tuberculid closely resembling acne rosacea and that this tuberculid 
has sometimes been mistaken for acne rosacea in the past. 

Dr. SAMUEL AyREs, JR.: I think that this is a typical case of acne rosacea. 
What Dr. Halloran said about Demodex folliculorum being a normal inhabigant 
of the skin is true, but it is one thing to squeeze the oil glands and find perhaps 
one or two organisms after diligent search and quite a different thing to take 
a drop of pus and find five or six organisms. I have seen as many as from ten 
to fifteen parasites in a single drop of pus or a tiny follicular scale. A series of 
seventy-seven patients with acne rosacea and prerosacea due to Demodex are 
receiving treatment at present. Nearly all the patients in whom Demodex is 
easily found have responded satisfactorily to antiparasitic applications. I am 
interested in what Dr. Lindsay has said about these patients not using soap and 
water. The use of creams naturally feeds the organisms, as sebum is their natural 
food. Many of the cases in the series studied have occurred in women who 
discontinued the use of soap and water in favor of cleansing creams. In a series 
of about thirty patients with acne vulgaris, only one or two organisms were found 
in a few instances, whereas they were found in great abundance in the majority 
of cases of acne rosacea. I think that an alkaline sulphur ointment, if applied for 
three consecutive nights, will effect an improvement of from 80 to 90 per cent 
within one or two weeks. 

Dr. CHARLES R, Caskey: I agree with the diagnosis of acne rosacea, but 
I think that if the condition is cleared up temporarily with antiparasitic ointment 
it will recur so long as the soil is unaltered. Acne rosea is related to the condition 
of the gastro-intestinal tract. Some patients in whom this condition occurs have 
hypochlorhydria or even achlorhydria. Dilute hydrochloric acid and dietary 
measures, as well as an ointment, should be helpful in this case. 





DERMATOLOGICAL CONFERENCE OF THE 
MISSISSIPPI VALLEY 


Hans SCHAERRER, M.D., Acting Secretary 
Sixth Annual Session, Kansas City, Mo., Jan. 14, 1933 
CHARLES C, DENNIE, M.D., in the Chair 


Mycosis Funcorpes. Presented by Dr. J. P. Frick, Kansas City, Mo. 


A white woman, aged 48, has an eruption which has been present for the past 
three years. It started around both eyes in the form of small red elevations. There 
was considerable itching. The eruption spread to the chest and finally covered the 
entire body. The condition did not improve but seemed to be progressive and was 
worse during cold weather. At times the patient’s eyes were almost swollen shut. 
The lesions appeared at about the time of the onset of the menopause. The 
eruption is present over the entire body, the flexor and extensor surfaces being 
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equally involved. It consists of red macular plaques which are dry and scaly. The 
skin shows considerable atrophy and keratosis. 

The Wassermann reaction was negative. A blood count, taken in March, 1932. 
showed 4,140,000 erythrocytes and 8,150 leukocytes. The hemoglobin content was 
80 per cent. Examination of the blood, made in March, 1932, showed: urea 
nitrogen, 14.01 mg.; creatinine, 1.2 mg., and sugar, 79 mg. Biopsy showed 
granulomatous dermatitis. 

DISCUSSION 

Dr. FRANK HAtLt, Kansas City, Mo.: Microscopically this condition does not 
appear to be mycosis fungoides. What was the basis for the diagnosis? 

Dr. CHarLes C, DENNrE, Kansas City, Mo.: There is infiltration, unlike that 
of lymphocytic cells, with a space between the epiderm and the clear space. The 
appearance of the section is perfectly consistent with the diagnosis. 

‘Dr. Frank Hatt, Kansas City, Mo.: In mycosis fungoides the withered 
character of the surface of the skin is not a marked feature and the infiltration 
extends down through the thickness of the whole dermal layer. Ia another biopsy 
section taken from this patient one finds a cellular infiltrate that might be that 
of mycosis fungoides. I am a pathologist and not a dermatologist, and my opinion, 
which is based entirely on morphologic characteristics and not on clinical mani- 
festations, must be considered with reservations. 

Dr. Ricuarp L. Sutton, Jr., Kansas City, Mo.: Why could not this con- 
dition be a sensitization dermatitis ? 

Dr. CHARLES C. DENNIE, Kansas City, Mo.: The patient has had lesions of 
various shapes and sizes on the body that were different from those she now has. 

Dr. Paut A. O'Leary, Rochester, Minn.: I dic not see the patient today, 
but I believe that a diagnosis of mycosis fungoides is tenable from the appearance 
of the histopathologic section. The multiplicity of the types of cells that make 
up the infiltrate is more significant than the depth of the infiltrate. It is because 


of the presence of these multiple types of cells, in addition to pyknosis and clumping, 
that a diagnosis of mycosis fungoides can frequently be made on the basis of the 
histologic observations long before it is possible to make such a diagnosis clinically. 


PEMPHIGUS VEGETANS. Presented by Dr. J. P. Frick, Kansas City, Mo. 


A Negro, aged 47, was admitted to the hospital in September, 1932, complaining 
of an eruption in the groins and axillae and on the neck and the upper part of 
the back, of sixteen months’ duration. The lesions started as small papules on the 
back of the neck in April, 1931. They grew larger, became pustular and broke 
down, discharging seropurulent matter. The lesions spread over the top of the 
head and over the groins and the axillae; a few appeared on the abdomen. They 
became weeping ulcers about 1 cm. in diameter. There was some itching but little 
pain. A dark brown hyperpigmented area remained after the ulcers healed. 

Examination showed lesions on the back of the neck, on the scalp, in the axillae 
and groins, on the medial surfaces of the thighs and on the penis, scrotum and 
perineum. The lesions which had not ulcerated were nodular, elevated and black. 
The ulcers were dirty and weeping and had a tendency toward confluence. A 
blood count was normal. Cultures from the lesions showed Staphylococcus aureus. 
Biopsy revealed an infected papilloma of the skin. 


DISCUSSION 


Dr. T. J. Catnoun, Dallas, Texas: I made the diagnosis of pemphigus 
vegetans but should also have to consider the malignant type of syphilis that 
practically clears up under treatment with arsphenamine, only to recur. This form 
of syphilis may be accompanied by pigmentation. This condition is often seen in 
the Negro race following a syphilitic infection. 
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Dr. CuHaRLEs C. DENNIE, Kansas City, Mo.: I was under the impression that 
the condition was pemphigus vegetans. All the lesions were fungate in the begin- 
ning and had a very foul odor. They promptly disappeared under treatment with 
a hemostatic preparation and sodium cacodylate, and recurred when this treatment 
was discontinued. This is practically opposed to the diagnosis of acanthosis 
nigricans and to that of syphilis, because cacodylate has practically no influence on 
syphilis of the malignant type. 

Dr. Pau F. Stookey, Kansas City, Mo.: The patient has been under observa- 
tion for two years, and the lesions have always been associated with bullous lesions 
in the mouth. The condition improves under treatment with arsenicals, but recurs. 
It has been repeatedly diagnosed as pemphigus vegetans, but it is difficult to under- 
stand why there are remissions and recurrences, and why the patient appears to be 
in normal health during the remissions. 


SCLERODERMA FOLLOWING ErysIPELAs. Presented by Dr. CHARLES C. DENNIE, 
Kansas City, Mo. 


A white woman, aged 49, had an attack of facial erysipelas in July, 1932, which 
cleared up with proper treatment within two weeks. About two weeks after 
recovery red, raised ridges in band formation appeared on the chin and on the neck 
above the manubrium. Similar lesions appeared later over a large area of the 
chest. Isolated keloid-like lesions have continued to appear on the cheeks. The 
lesions are raised, erythematous, keloid-like bands of varying sizes and contours. 
The skin between the processes is drawn taut as in a burn. No biopsy has been 
performed. 


PiryRIAsis RuBRA OF HEBRA. Presented by Dr. E. P. MONAHAN, Kansas City, 
Mo. 


A white man, aged 75, has a disease of the skin that began in 1920 with slight 
itching in the right angle of the mouth and around the left scapula. The eruption 
remained unchanged until four years ago, when it began to spread over the entire 
body. There was extreme itching. The condition was diagnosed as arsenical 
dermatitis, but treatment with intravenous injections of sodium thiosulphate afforded 
no relief. During this time the patient’s weight remained unchanged. His chief 
complaint has been scaling of the skin, itching and chills. While being treated 
with intravenous injections of iron cacodylate he gained 18 pounds (8.16 Kg.). 
He was accustomed to sandpaper his body daily to remove what he calls “the dead 
skin.” There is marked contracture of the fingers, which approaches the claw- 
hammer type. 

The entire body, including the scalp, soles, palms and genitalia, is involved. 
The skin is red and thickened. There are fissures on the palms and soles. These 
have healed and reopened and have bled slightly at times. There is a fine white 
scale constantly falling from the skin of the entire body. Enlarged glands are 
present in the groins, the axillae and the epitrochlear area. 

The Wassermann reaction was 4+. Hematoporphyrin was absent. The blood 
sugar was 9) mg. per hundred cubic centimeters; the blood calcium was 10 mg., 
and the nonprotein nitrogen was 30 mg. Microscopic examination of the urine 
showed from 10 to 15 pus cells per high power field; the urine was otherwise 
normal. Roentgenograms of the chest showed no enlargement of the mediastinal 
glands. A blood count showed 5,200,000 erythrocytes, with 98 per cent hemoglobin, 
and 21,000 leukocytes. <A differential count, taken on Noy. 1, 1932, showed: 
polymorphonuclear neutrophils, 43 per cent; lymphocytes, 44 per cent; small 
lymphocytes, 32 per cent; large lymphocytes, 12 per cent; monocytes, 3 per cent: 
eosinophils, 3 per cent, and abnormal varieties consisting of lymphoblasts, 4 per cent, 
and myeloblasts, 2 per cent. (See the accompanying table for additional blood 
counts.) The epithelium throughout showed nothing of special interest. The sub- 
cutaneous tissue showed a rather large amount of edematous hyaline connective 
tissue. Considerable numbers of apparently normal sudoriferous glands were 
encountered. 
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Blood Count 








7/22/31 9/8/31 1/12/32 2/16/32 7/8/32 

Hemoglobin, per cent 102 108 97 96 os 
i .5.4tn shes doen a rhncednneanneewn 5,200,000 5,550,000 4,480,000 4,420,000 5,100,000 
Leukocytes 13,7 18,300 16,200 15,000 16,850 
Differentia! count, per cent: 

Polymorphonuclear neutrophils 36 46 41 38 

338 18 15 3 

Large lymphocytes..................... : 25 34 

i cabacbt610sake hue damnees ane { 2 2 

Eosinophils 3 3 

Basophils oa ae be 
Abnormal! varieties: 
Lymphoblasts : 5 
Myelocytes 1 





DISCUSSION 
Dr. Ricwarp S. Weiss, St. Louis: I agree with the clinical diagnosis of 
pityriasis rubra. 
Dr. Witt1am H. Mook, St. Louis: I agree with the diagnosis. 


Dr. M. F. EnGMaAN, Jr., St. Louis: The condition of this patient is similar 
in many respects to that of a patient in St. Louis, which began as an itching over 
most of the body. When I saw the patient the skin had been traumatized with 
chemicals and scratching, and apparently was merely a dermatitis. Later a papillary 
eruption developed on the abdomen which closely resembled pityriasis rubra pilaris. 
This eruption was of short duration, and a generalized exfoliative dermatitis 
supervened. The lymphocyte count has remained around 30 or slightly above, as 
in the patient shown here. The histopathologic picture in the other case showed an 
infiltration of what appeared to be lymphocytes and was similar to the histologic 


picture in this case. Is a condition of this type exfoliative dermatitis which will 
later become leukemia, or do these patients have leukemia from the beginning? 
Perhaps the long-continued exfoliative dermatitis acts as a chronic irritation, which 
produces malignancy, as is said to be true of cancer. 


GRANULOMA INGUINALE. Presented by Dr. Ricnarp L. Sutton and Dr. S. E. 
MELLA, Kansas City, Mo. 


A white man, aged 54, stated that in September, 1930, a small pimple appeared 
on the right thigh, which extended 1 inch (2.5 cm.) below Poupart’s ligament 
and half-way between its ends. This pimple was red but was not painful. It began 
to spread peripherally very slowly and then became verrucous at the apex. Little 
moisture appeared on the surface until about one year ago. Local treatments 
with ointments and various caustics were applied. Since that time the lesion has 
been painful. Five months prior to the appearance of the initial lesion the patient 
noticed that his dog had a lesion on the scrotum. According to the patient, both 
lesions were similar in appearance and had the same odor. The dog died shortly 
before the appearance of the initial lesion on the patient. 

Examination revealed one lesion in the right groin which occupied an area 
reaching about 1% inches (about 3.8 cm.) on either side of Poupart’s ligament. It 
extended from the anterior spine of the ilium to the midline of the perineum. 
This lesion was a moist, condylomatous, indurated mass which bled freely on 
friction and. had an offensive odor. It varied in thickness from one fourth to 
one half of an inch (from 0.63 cm. to 1.27 cm). 

A blood count showed 6,750 leukocytes and 4,350,000 erythrocytes, with 80 per 
cent hemoglobin. A differential count showed 68 per cent neutrophils (polymorpho- 
nuclears) and 32 per cent small lymphocytes. The red blood cells were normal 
in size, shape and appearance. No abnormal white blood cells were observed. The 
platelets were normal. No evidence of malaria was found. The Wassermann 
and Kahn reactions of the blood were negative. 


A diagnosis of granuloma inguinale was made. A biopsy specimen was shown. 
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DISCUSSION 

Dr. FrRanK Hatt, Kansas City, Mo.: I have never seen a similar picture, 
One’s first impression is that of a carcinoma, so far as the infiltration of the 
epithelial elements in the lower tissues is concerned. One of the most remarkable 
features is the presence of abscesses like those seen in blastomycetic dermatitis, 
but there are no giant cells. In regard to the diagnosis of granuloma inguinale, 
the microscopic section cannot be interpreted because it is incorrectly oriented. In 
one spot a great deal of detritus is mixed with polymorphonuclear leukocytes. 
There is an accumulation of polymorphonuclear leukocytes in one place and a 
similar accumulation in another. I have not examined this section with the micro- 
scope but have studied it only on the screen. 

Dr. CHARLES C,. DENNIE, Kansas City, Mo.: The lesion is a typical papillary 
abscess. One interesting point in connection with the section is the fact that the 
cells are not eosinophilic. The location is that of a blastomycetic lesion, and it is 
probable that that is what the condition is. Further examination will reveal the 
facts. 

Dr. Ricuarp L. Sutton, Jr., Kansas City, Mo.: Smears from the exudate, 
which was very foul, showed Vincent's organisms at one time and yeasts at one 
time and not at another. At no time were typical Donovan bodies found. Antimony 
has been withheld until after presentation of the patient. 

Dr. Paut A. O’LEary, Rochester, Minn.: It is my clinical impression that 
the patient has blastomycosis cutis. The histopathologic section that was projected 
on the screen shows definite miliary abscesses, and a highly suggestive budding 
blastomycete may be seen in one of the abscesses even with the projectoscope. 

Dr. CHARLES C. DENNIE, Kansas City, Mo.: Blastomycosis cutis is a favorite 
diagnosis for this type of lesion. Such a lesion is always exuberant. It usually 
persists for many years. 


PSEUDOXANTHOMA ELasticum. Presented by Dr. RicHarp L. SuTron and Dr. 
S. E. MELA, Kansas City, Mo. 


A white woman, aged 27, stated that about thirteen years ago after a blistering 
sunburn lesions began to appear on the side and back of the neck. They spread 
slowly but have progressed more rapidly within the past two years following an 
operation on the pelvic organs. The lesions sometimes cause burning and pruritus 
of a minor degree, particularly in hot weather. This is noted only during the 
day and does not interfere with sleep. The sides of the neck are involved. The 
papules are yellowish, firm and small and are of the depth of the skin. There is 
a tendency to coalescence in the central region, with satellite papules at the 
periphery. A biopsy specimen was shown. 


DISCUSSION 


Dr. FRANK Hatt, Kansas City, Mo.: This is a very thin biopsy section, and 
none of the layers is very well demarcated except the stratum corneum. There 
are a few papules and a few nodules but no warts. The remarkable feature is the 
layer of collagen beneath the derma. All the other layers are in a marked stage 
of compactness; there is very little space between the layers. There are no coil 
glands or hair follicles in the specimen. A sebaceous gland is seen in one place 
where it communicates with the hair follicles. 


From the appearance of the stained specimen of elastic tissue it would seem 
that the elastica is enormously increased. It is excessively hypertrophied in one 
particular zone, all the way down through most of the tissue, which can be 
described as being compressed. There are too many elastic fibers there, and they 
are irregularly distributed. 7 
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Dr. Wittiam H. Mook, St. Louis: I thought that the condition was a form 
of degeneration of the skin, but the excess of elastic tissue leads me to believe that 
it is xanthoma elastica. 


SYRINGOMYELIA IN A CHILD 22 Montus Otp. Presented by Dr. CHARLEs C. 
DeENNIE, Kansas City, Mo. 


A white girl, aged 22 months, was the child of a mother who died of tuberculosis. 
Her father was alive and well. There is no history of nervous disease in the 
family. The patient’s birth was normal. She was breast-fed for one month, 
after which a formula of modified cow’s milk was given. She has always had 
difficulty in taking solid food and has always been unresponsive to painful stimuli. 
She has been under observation in the hospital for three months. 

Examination revealed complete loss of the sensations of pain and of temperature 
in all the extremities. The sense of touch, however, was preserved. The reflexes 
were absent on the right side and were hyperactive on the left. The Babinski sien 
was positive on the left side. The roentgenographic, clinical and laboratory findings 
established a diagnosis of tuberculosis. 

The fingers are deformed on both hands, and most of the finger-nails have been 
lost. The finger-tips seem to be affected by a sloughing process. The bone of the 
distal phalanx of the middle finger of the right hand is exposed. There is marked 
ulceration of the left wrist, which was caused by a previous burn. 


DarieER’s Disease. Presented by Dr. C. OMER West, Kansas City, Mo. 


A mother and two daughters, aged 52, 24 and 22, respectively, have the same 
cutaneous disorder. When the mother was 15 years of age she noticed a dis- 
coloration of the skin, which was more marked on the face. The condition appeared 
in the daughters at the ages of 11 and 10 years, respectively. The general health 
of all the patients had been good. No other member of the family had the condi- 
tion. One of the patients became entirely free from the disease at one time when 
she was in Colorado. The condition improved in all the patients during the 
winter months. 

The lesions began as discolored areas which gradually grew larger. The skin 
was thickened, and there was a definite peeling at the pilosebaceous orifices, which 
were covered at times with dark, dirty, greasy crusts. When the crusts were 
removed cone-shaped depressions were left in the skin, and some ulcerative areas 
were seen. The eruption was generalized. At first the lesions were discrete 
reddish papules varying in size from that of a pinhead to that of a split pea. They 
were hard and were not readily movable, but later they became confluent. Some 
areas have shown vegetative tendencies at times. 


Pempuicus. Presented by Dr. C. OmMER West, Kansas City, Mo. 


A white boy, aged 10, has an eruption which is said to have been of sudden 
onset following a supposed injury to the left foot on Nov. 2, 1932, while he was 
kicking a football. Vesicles were first noticed on the tops of both feet. The 
vesicles rapidly became bullae, which spread to the elbows, hands, legs, arms, the 
lower part of the abdomen and the upper lip. New crops of bullae appeared on 
the sites of the old ones. The patient, an undernourished youth, continued to lose 
weight, became quite stiff and refused to try to walk. The eruption is present 
chiefly on the extremities and the lower part of the abdomen, although no cutaneous 
area of the body is free from bullae. The lesions vary in size from that of a 
pea to that of an egg. They are thin-walled and rupture easily. 


A CAsE FOR DIAGNOsIs (TUBERCULID EN PLAQUE?). Presented by Dr. Paut F. 
STooKEy and Dr. R. B. BAKER, Kansas City, Mo. 


R. S., a Negro, aged 60, gave a history of rheumatic fever, a deformity of the 
back, which he has had since he was 18 years of age, and stiffness of the left knee, 
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which has been present for three years. His left arm is contracted but is not 
useless; his right leg shows the result of an injury. He complained of “breaking 
out” on the body and swelling of the legs, which had been present for eight months. 
He claimed that the eruption had appeared following a cut on the left arm, that 
it had cleared up after the use of petrolatum with phenol, and that it had reappeared 
about three weeks before he was admitted to the hospital on Oct. 1, 1932. 
Examination showed a generalized papulosquamous eruption, which was more 
pronounced on the torso and on the left arm. The skin was somewhat edematous, 
but no blebs were seen. The mucous membranes were clear; the extremities were 
swollen. The urine was normal. The leukocytes numbered 11,800; the erythrocytes 
numbered 2,100,000, and the concentration of hemoglobin was 62 per cent. <A 
differential count showed 80 per cent polymorphonuclears, 7 per cent eosinophils 
and 13 per cent lymphocytes. The red blood cells were stippled. The sputum 
gave negative findings for tuberculosis. The Wassermann reaction was 4+. <A 
roentgenogram of the chest and spine showed no abnormalities except scoliosis. 
Biopsy revealed hyperkeratosis. The rete pegs were blunt, and the epidermis was 
thin. A very sparse infiltration of round cells was located around the blood vessels. 


DISCUSSION 

Dr. Wittiam H. Mook, St. Louis: I think that this is a case of tuberculid 
en plaque. My associates and I had a patient with a somewhat similar condition. 
After much study we diagnosed it as syphilis. The condition improved for a while 
under treatment and then relapsed and became worse than before. We finally 
diagnosed it as leprosy, but after studying many sections we concluded that it was 
tuberculid en plaque. Sweitzer has reported and described a case similar to the 
one presented. The section that was projected on the screen did not show the 
tuberculous architecture. The reason that the disorder is so marked on the chest 
and back is because of the trauma caused by friction. In cases like this the disease 
is carried through the blood stream and is apt to be produced on areas of the 
skin which are irritated. - 

Dr. CHARLES C. DENNIE, Kansas City, Mo.: Did the patient receive any 
arsphenamine ? 

Dr. Paut F. Stookey, Kansas City, Mo.: I think that he received arsphen- 
amine a long time ago. 

Dr. C. C. Tomiinson, Omaha: I think that this is a case of lichen planus. 


Dr. CHARLES C. DENNIE, Kansas City, Mo.: It was thought at one time that 
the condition might be a peculiar type of arsphenamine dermatitis. It has improved 
somewhat under treatment. 


PARAPSORIASIS(?) ; Mycosts FuNGorpes(?). Presented by Dr. Paut F. Stookey 
and Dr. E. L. Giasscock, Kansas City, Mo. 


A white man, aged 41, stated that he had blisters on the dorsa of his hands 
and on the insteps during the summer for three years, beginning in 1919. These 
blisters were not related to the lesions now present. Hypertension has been present 
for several years; the blood pressure is 178 systolic and 94 diastolic. A lesion 
the size of a silver dollar was first noticed on the right thigh in 1919, when the 
patient left the army. One year later two other lesions appeared on this thigh. 
More lesions have gradually appeared since that time; some have disappeared, but 
the skin has never been entirely free from them. Pruritus has been marked during 
the past six months, and there has been some scaling. The entire skin has always 
been dry. The patient has taken Ex-Lax for seven or eight years. He has 
taken no cathartic for six months, but the lesions have been progressive. 

Red, glistening, slightly raised areas are present over the entire body. The 
extremities, trunk, neck and forehead are involved. The eruption is more marked 
in the folds of the elbows and knees. It shows an almost similar distribution on 
the extensor and the flexor surfaces. The lesions vary in size from that of a dime 
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to that of a dollar and show some coalescence. Some appeared as elevated papules 
and flattened out, while others started as flat areas and spread. 

The Wassermann and Kahn tests gave negative results. A blood count showed 
13,800 leukocytes and 4,940,000 erythrocytes. A differential count showed 72 per 
cent polymorphonuclears and 28 per cent lymphocytes. The hemoglobin content 
was 85 per cent. The blood sugar was 100 mg.; the nonprotein nitrogen, 35.3 mg.; 
the creatinine, 1.6 mg., and the calcium, 10.7 mg. The urine was normal. Biopsy 
showed mild hyperkeratosis of the epidermis. The rete pegs were blunt. The 
stratum mucosum showed hyperpigmentation. Directly beneath the epidermis was 
a marked cellular lymphocytic infiltration which was principally perivascular. 


DISCUSSION 
Dr. CHARLES C. DENNIE, Kansas City, Mo.: I think that this patient was 


seen by Dr. Mook about twelve years ago; he diagnosed the condition as an eruption 
caused by phenolphthalein. 


Dr. Wittiam H. Mook, St. Louis: I saw this patient about a year ago; 
the condition looked like an eruption caused by phenolphthalein, but today I think 
that it resembles mycosis fungoides, even though it has lasted for seven or eight 
years. Some of you may remember the physician in Fort Smith who had mycosis 
fungoides for nineteen years. I think that this may be the same type of case. 

Dr. M. F. EnoGman, Jr., St. Louis: I agree with the diagnosis of mycosis 
fungoides. 

Dr. Paut A. O'Leary, Rochester, Minn.: I think that the diagnosis of 
mycosis fungoides is the correct one. 


Dr. Ricuarp S. Werss, St. Louis: On clinical grounds I agree with the 
diagnosis of parapsoriasis. 

Dr. Wittiam H. Mook, St. Louis: Dr. Schaerrer has told me that every time 
the patient takes a dose of phenolphthalein the eruption breaks out, in which 
event I shoulti have to agree with my original diagnosis. It is not necessary 
that the patient take phenolphthalein oftener than once in three months or, perhaps, 
once in six months, to keep the eruption active, but today the case looks like 
mycosis fungoides. 

Dr. Paut F. Stookey, Kansas City, Mo.: This patient has been under 
observation for ten years. At first he had acute pruritus of the skin; shortly 
afterward the plaques appeared. It was thought that the condition was mycosis 
fungoides. If it is mycosis fungoides the skin should show more infiltration than 
it does. I am willing to accept the diagnosis of parapsoriasis. Phenolphthalein 
was given for a long time, but, in my opinion, it had no influence on the eruption. 








SypuHitis (HEREDITARY, CEREBROSPINAL). Presented by Dr. CHarces C. 
DENNIE, Kansas City, Mo. 


A white boy, aged 1 month, was brought to the clinic with a papular eruption 
over the entire body, which had appeared three days before on the soles and had 
gradually spread over the surface of the body. The infant was a full-term baby; 
the delivery was normal. He had apparently been in good health. He was 
breast-fed. The mother and father were in good health. There was no history 
of miscarriages. The Wassermann reaction of the baby’s blood was found to be 
4+. The Wassermann reaction of the mother’s blood was also found to be 4+. 
The father has tabes dorsalis. Before treatment was given the eruption began to 
fade, leaving pigmentation which was most marked on the palms and soles. 

Treatment with neoarsphenamine in doses of 0.05 Gm. was begun. The 
remainder of the family, consisting of five other children, four girls and one boy. 
the oldest of whom was 12 years of age, were found to have clinical evidence 
of syphilis and Wassermann reactions of 4+. Treatment with neoarsphenamine, 
mercury and bismuth was begun for the entire family, and five of the members 
received malaria therapy. That the treatment given has been effective is indicated 
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by the negative reactions of the blood and the spinal fluid in four of the patients 
and by the fact that they have shown no further clinical evidence of the disease. 
The spinal fluid of one of the other two patients gave a negative reaction to tests, 
and the blood, a weakly positive reaction. The blood and spinal fluid of the 
youngest child, who was the sentinel case, gave persistently positive reactions to 
tests. This child has not received malaria therapy. 


A CASE FOR DrAGNosis (LEISHMANIOSIS? RHINOPHARYNGITIS MUTILANS?). 
Presented by Dr. Paut F. Stookey, Dr. L. SCARPELLINO and Dr. E. L. 
Giasscock, Kansas City, Mo. 


A white man, aged 35, was admitted to the nose and throat service of the 
Kansas City General Hospital on Sept. 22, 1931. He did not speak English, and 
it was difficult to obtain a history. He was born in the state of Jalisco, Mexico, 
and had been in the United States for thirteen years. 

His history was of possible significance because of the fact that he was kicked 
in the nose by a horse many years ago. He had nasal catarrh for three years 
and a swelling of the right side of the nose for two weeks prior to admission to 
the hospital. Two and a half months prior to admission he was seen in a clinic 
in the city, where a diagnosis of perforation of the nasal septum was made. At 
that time the Wassermann reaction was negative and the Kahn test gave positive 
results. Eighteen intramuscular injections of bismuth were given on the supposition 
that the process might be syphilitic. The treatment was without effect. 

Soon after admission he was seen by members of the dermatologic service, 
who were called in for consultation. At that time he had redness and swelling 
of the nose extending laterally to the zygoma and from the bregma to the upper 
lip. He had a perforated septum and involvement of the walls of the antrums. 
General physical examination gave negative findings. His temperature was about 
102 F. Clinically the process seemed to be too acute for syphilis, but a diagnosis 
of syphilis was tentatively made. The blood count, the differential count, the blood 
chemistry and the urine were normal. The Wassermann and Kahn tests gave 
negative results. 

The patient received intensive treatment with neoarsphenamine, and in addition 
he received every day 4 Gm. of mercury by inunction, 1 Gm. of sodium iodide intra- 
venously and as much as 7 Gm. of potassium iodide orally three times a day. 
However, the process was steadily progressive. 

On examination there was no evidence of screw-worms (bottle-fly larvae). The 
agglutination test and the conjunctival and intradermal tests for glanders gave 
negative results. Leishmaniosis was considered. The inoculation of guinea-pigs, 
a culture made on an N. N. N. medium and direct smears revealed no further 
information. Repeated biopsies showed a chronic granulomatous ulcer. The 
granulation tissue was not unlike that described in leishmaniosis by Dr. Montenegro 
of Sao Paulo, Brazil. Direct smears revealed a predominance of diplococci. 

Two months after the patient’s admission to the hospital an ulcer appeared on 
the left side of the nose. Antimony and potassium tartrate was given because of 
the possibility of leishmaniosis. Apparently there was slight improvement at first, 
but the condition continued to be progressive. Malaria and, later, typhoid vaccine 
were given, but were ineffective. The spleen was never palpable. 

A transcript of the patient’s history and the photographs, microscopic sections 
and smears were sent to Dr. Montenegro, who stated that, from the photographs, 
he believed that the condition was undoubtedly leishmaniosis. He was unable to 
obtain a culture of the organisms and did not have the antigen for the cutaneous 
test. He recommended a prolonged course of treatment with antimony and potas- 
sium tartrate, which was given. Dr. Justin Andrews of Johns Hopkins University 
suggested a diagnosis of granuloma inguinale because of the ulcerative type of the 
lesion and the presence of encapsulated diplococci. Dr. Fred D. Weidman of the 
University of Pennsylvania studied the slides and failed to find Leishman-Donovan 
bodies, Blastomyces or Coccidioides. He expressed the opinion that the condition 
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slides furnished no evidence of these diseases. 

All methods of treatment were ineffective. The destructive process became 
extensive, as is shown by the photographs. The patient died on Dec. 7, 1932, and 
a complete autopsy was performed. The report of the autopsy has not yet been 


made, and no further diagnostic evidence has yet been obtained. No Leishmania 
were found in the spleen. 


DISCUSSION 
Dr. C. C. Tomiinson, Omaha: What did the autopsy show? 


Dr. Paut F. Stookey, Kansas City, Mo.: In addition to the local condition, 
there were some changes in the liver. Much to our surprise, the man did not 
die of cavernous sinus thrombosis, as we expected, but suddenly expired. Necropsy 
did not show the cause of death. 

Dr. RicHarp S. WeEtss, St. Louis: About nine or ten years ago there was 
a similar case in St. Louis. A severe gummatous process developed in the nasal 
bones of a girl who had congenital syphilis for several years. The process 
destroyed the nasal bones and structures and then extended into the eyes and 
destroyed the eyeballs and also the contour of the mouth, so that the girl presented 
a picture very similar to that of the head shown today. The condition was 
repeatedly diagnosed as syphilis, but there was no improvement when antisyphilitic 
therapy was given. The patient finally died. Necropsy was not performed, so 
far as I know. 

Dr. CHARLES C. DENNIE, Kansas City, Mo.: It has been suggested by one 
or two men that this may have been a case of yaws which had run its course as 
syphilis does, remaining resistant to all types of treatment. 


Dr. Frank HALL, Kansas City, Mo.: This patient had been in the part of the 
world where rhinopharyngitis mutilans and other tropical diseases occur. All the 
usual tests and all the usual studies of the blood chemistry were made, but these 
did not aid in the diagnosis. I cannot understand how, after looking at the picture 
of rhinopharyngitis mutilans in Sutton’s textbook, one could consider any other 
diagnosis seriously. The condition does not look like yaws histologically; I have 
seen biopsy sections of yaws and biopsy specimens of rhinopharyngitis mutilans. 
The history is identical: Nothing happens to these patients until they die from 
an exhaustive form of disease. I should suggest the diagnosis of rhinopharyngitis 
mutilans of the form that is found in Peru and other South American countries. 
I think that the diagnosis of Jeishmaniosis is untenable. It certainly cannot be made 
on the basis of microscopic examination. 





RECKLINGHAUSEN’S Disease. Presented by Dr. C. R. Ferris, Kansas City, Mo. 


A white boy, aged 6, had convulsions for four or five days at the age of 3; 
six or eight convulsions occurred daily; at first they were accompanied by a slight 
fever. No convulsions have occurred since then. 

The onset of the lesion now present is associated in the parents’ minds with a 
fall that the boy had at the age of 14 months, at which time he received a bump 
on the right cheek followed by swelling in that area. The parents believe that 
the continuous enlargement of the right side of the face dates from that time. 
There was progressive involvement for a time, producing ptosis of the right, evelid 
and disfiguration of the nose and the right side of the mouth. There is a purplish- 
red discoloration of the right cheek which has been much less marked since the 
removal of the tonsils and adenoids two years ago. There has always been some 
abnormality of speech. At birth there were two flat brown areas in the region 
of the epigastrium. Many more have subsequently appeared on the body. 

The patient was seen three years ago by Dr. Blair of St. Louis, who is said 
to have made a diagnosis of lymphangioma and to have advised against an operation 
until puberty. He was also seen two and a half years ago by Dr. Arthur E. 
Hertzler, who is said to have made a diagnosis of lymphangioma and to have 
suggested an operation on the eye at that time. 


might be an ulcerating syphiloderm or tuberculosis, although he admitted that the 
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The patient was examined at the Mayo Clinic in November, 1930. The report 
of the examination is as follows: “There was some difference of opinion as to 
the diagnosis. It was felt that the masses were neurofibromata or possibly lymph- 
angiomata. Clinically the neurofibromatosis was the most definite. In view of the 
possibility of lymphangioma, however, radium treatment was advised if there was 
any increase in the growth. Surgical interference was suggested but was considered 
inadvisable.” 

The patient was also seen in December, 1932, by Dr. Dandy of Johns Hopkins 
Hospital, who is said to have made a diagnosis of angioma and to have advised 
an immediate operation on the eye and treatment of the condition of the face with 
roentgen therapy or the electric needle at a later time. 

Examination showed a poorly circumscribed area of soft and slightly purplish- 
red enlargement over the right cheek; slightly elevated, soft, brownish areas on 
the right side of the nose and on the right eyelids, producing ptosis of the upper 
lid; patchy brownish pigmentation on the right side of the forehead, the right 
temporal region and the region anterior to the right ear; numerous irregular, flat, 
hairless, brown, pigmented areas on the abdomen, chest and back and in both 
groins, and grouped small, soft, nodular masses on the lower part of the sternum. 
An examination made by Dr. Joseph McKee, ophthalmologist, on Nov. 2, 1932, 
showed only a moderate degree of myopia in each eye, with some astigmatism. 

The Wassermann reaction was negative. A blood count showed: erythrocytes, 
4,072,000; leukocytes, 8,000, and hemoglobin, 80 per cent. The differential count 
gave normal results. The urine was normal. 


A CAsE FOR DIAGNOsIs (XANTHOMATOSIS MULTIPLEX?). Presented by Dr. 
Everett S. Lain, Oklahoma City. 


Joan D., aged 22 months, has an uneventful family history. Tumors of the 
skin have been slowly developing since she was 3 months of age. The lesions 
first appeared on the scalp and later spread downward over the arms and the body. 
Dyspnea and a rise in temperature appeared soon after the development of the 
tumors. A roentgenogram of the chest revealed an enlarged thymus, which was 
treated by four roentgen exposures made within three weeks. The child’s con- 
dition was grave for many months, the temperature ranging from 102 to 106 F.; 
then the dyspnea disappeared and the temperature slowly subsided to normal. The 
tumors ceased to grow after reaching the size of a pea or a walnut, though new 
ones continued to appear. A roentgenogram taken when the patient was 4 months 
old revealed numerous areas of tumors throughout the lungs. Another roentgen- 
ogram, taken on Jan. 12, 1933, revealed a decrease in the size of the tumors. The 
tumors are not appreciably radiosensitive. There has been no spontaneous dis- 
appearance of any lesions. 

All the Wassermann reactions have been negative. A specimen of blood taken 
on Dec. 29, 1932, while the patient was in a nonfasting condition showed 220 mg. 
of cholesterol. dhe blood count and urinalysis gave normal results. Sections and 
roentgenograms were shown. 


DISCUSSION 


Dr. FRANK HALt, Kansas City, Mo.: The epithelial surface is thinned out, 
and there is condensation of the papillary portion of the derma, beneath which 
there are some signs around what appear to be hair follicles. There are great 
clefts which appear to be cholesterol crystals. There are several areas of tissue 
which give no evidence in regard to the condition. The next slide shows infiltra- 
tion of the entire tissue with rather normal cell reactions and with what were 
thought to be cholesterol clefts. At the edge is newly formed scar tissue; the 
inflammation does not extend into these regions. There is nothing to indicate that 
the tumors are neoplasms. The condition is probably a cholesteatoma resulting from 
injury. If it is not that, what is it? Evidently it is not an endogenous tumor of 
the skin. 
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Dr. Paut A. O'Leary, Rochester, Minn.: In the differential diagnosis I 
thought first of xanthoma multiplex, second of xanthoma tuberosum multiplex, 
third of neurocytoma and remotely of metastatic hypernephroma. Xanthomatosis 
is characterized not only by the presence of cutaneous tumors but also by involve- 
ment of the bones as well as by involvement of the liver. This patient’s liver is 
probably involved, as it is at least 2 fingerbreadths below the costal border. The 
histopathologic section did not reveal any foam cells, but more detailed staining 
must be done to rule out not only foam cells but also the presence of ganglion cells. 
The patient probably has the form of reticulo-endotheliosis known as xanthomatosis 
multiplex. 


Dr. Cuarctes C. DennrE, Kansas City, Mo.: From the appearance of the 
section I think that the condition is endotheliosis. There is infiltration around 
the blood vessels. 


Dr. Wiittram H. Mook, St. Louis: I am of the opinion that this is a case 
of xanthoma tuberosum multiplex. 


SUBSEQUENT Note.—After presentation of the case, roentgenograms of the skull 
and long bones were taken; each gave negative findings. 


ANGIOMA CAVERNOSUM SERPIGINOSUM, REMOVED BY ULTRAVIOLET THERAPY. 
Presented by Dr. Lynne B. GREENE, Kansas City, Mo. 


A white girl, aged 10, gave a history that at the age of 3 months a vascular 
nevus 4 cm. in diameter appeared on the left cheek 1 inch (2.54 cm.) anterior to 
the aural meatus. It grew rapidly until, when the child was 7 months of age, it 
covered the left side of the head, closed the left eye, involved the entire leit ear 
and extended down the left side of the neck. The photographs shown were taken 
at this stage, when treatment was instituted. The rapidly growing tumor became 
elevated one-half inch (1.27 cm.) above the normal surface of the cheek; the 
areas over the eye and forehead were slightly higher. The ear was three times 
its normal thickness. Over the neck there was only about one-eighth inch (about 


0.31 cm.) elevation. The color varied from deep mahogany to purplish. 
The case is presented to show the interesting results obtained with the use of 
ultraviolet rays from a water-cooled lamp, under compression lenses. 


XERODERMA PIGMENTOSUM WITH MULTIPLE EPITHELIOMAS. Presented by Dr. 
CHARLES C. Dennie, Kansas City, Mo. 


A white woman, aged 29, stated that she has one brother who has a rough skin 
which is sensitive to light. One sister and her father and mother have normal skins. 
When the patient was 23 years of age she was sunburnt, and blisters formed on 
her face. After the attack of sunburn the skin of the face and arms became rough, 
and hard dark spots formed on the face. Two months later a “hard place” appeared 
on the lower lip. This and another epithelioma of the lower lip were treated 
and were cured with radium. Special ointments were used to filter the sun’s rays, 
and the condition was apparently arrested. The skin of the face and hands is 
dry, scaly and roughened and shows areas of pigmentation and keratoses. Scars 
on the lips and face mark the sites of former epitheliomas. 


DISCUSSION 


Dr. CHarces C. DenNrE, Kansas City, Mo.: The patient has been going into 
the sunshine for five years without any harmful results. 

Dr. Ricnarp L. Sutton, Jr., Kansas City, Mo.: An interesting fact about the 
patient is that her father has both hay fever and asthma. She resembles her father 
closely in personal appearance; she has two brothers with blue eyes who have 
similar trouble with the skin and one brother with brown eyes who has no such 
trouble. It has been noted that almost all persons with keratoid seborrheic 
keratoses which become malignant have blue eyes and a fair skin. 
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Apytuous Utcers Causep By Nurs (BLack WaALNvuTs). Presented by Dr. 
CHARLES C, DENNIE, Kansas City, Mo. 


A white boy, aged 14, complained of sores on his lips and in his mouth, which 
had been present more or less constantly for five years. He had not been particu- 
larly ill at any time as a result of the eruption, but the ulcers were very painful 
and left scars when they healed. Physical examination showed a fairly well 
developed and well nourished boy. 

The condition was thought to be caused by sensitization to food, and a series 
of intradermal tests. was made. All foods to which the patient showed a definite 
reaction were eliminated from his diet. The ulcers healed as soon as nuts were 
excluded, although the reaction of the skin to nuts was hardly definite enough to 
be considered positive. 

From June to October, 1930, the patient remained free from symptoms. Early 
in November he again came to the hospital with soreness of the mouth which 
developed after he had eaten some nuts. The attack passed quickly, but he returned 
within a month with several ulcers in which Vincent’s organisms were found in 
abundance. Two doses of neoarsphenamine were given. The patient admitted that 
he had eaten some nuts. The ulcers healed rather slowly. During the next seven 
months he was free from ulcers; then he inadvertently ate a small nut in a candy 
bar. The next day he had several ulcers in his mouth, which healed quickly. 
Since November, 1931, he has had no new lesions. 

The lesions were distributed over,the buccal mucous membrane, especially at 
the corners of the mouth. A few were seen on the cutaneous surface of the lips. 
They were ragged superficial ulcers of various sizes, some being as large as a 
dime. They healed, leaving a contracting scar. 

The Wassermann reaction was negative. The skin gave a 3 + reaction to peas; 
a 2+ reaction to rhubarb, oats, cow’s milk, tomatoes and celery, and a 1 + reaction 
to wheat, oysters, asparagus, apples, raspberries and hickory and brazil nuts. 
Vincent’s organisms were abundant during one attack. A biopsy was not performed. 


DISCUSSION 

Dr. Witt1aAm H. Mook, St. Louis: The interesting thing about this case is 
that the lesions began as ulcers whenever the boy was exposed to or came in contact 
with nuts. The question is whether the ulceration was due to the organisms that 
cause Vincent’s angina, which may be present in the mouth at all times and which 
become active only when the membrane is irritated. It is unusual for ulceration of 
the membrane to occur as sensitization dermatitis. 

Dr. CHARLES C, DENNIE, Kansas City, Mo.: My associates and I have several 
patients in whom we can produce ulcers in the mouth at will. 

Dr. M. F. EnGMAN, Jr., St. Louis: The question is, is the sensitization in 
the mouth contact dermatitis or true allergy? I think that it is contact dermatitis. 
Allergy occurs only in a very small percentage of people and, according to Coca, 
is an antigen antibody reaction. 


PEMPHIGUS VULGARIS OF Four YEARS’ DURATION (APPARENTLY CURED). Pre- 
sented by Dr. CHarLes C. DENNIE, Kansas City, Mo. 


A white man, aged 61, was first seen on Nov. 28, 1928, complaining of a growth 
on the left side of his neck near the ear, which had been present for three months 
and which had followed a nick made by a razor. Three weeks later several 
flaccid blebs the size of a bean appeared on the back and chest. These were soon 
followed by ulcerations in the mouth and throat. Cultures of intact blebs and of 
tissue taken from the original lesion revealed only ordinary organisms. Ten doses 
of neoarsphenamine and a hemostatic preparation were given for six months, and 
eleven doses of tryparsamide were given from September, 1929, to January, 1930. 
An arsenical dermatitis then developed, which cleared up under treatment with 
sodium thiosulphate. The lesions have disappeared, with the exception of an occa- 
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sional bleb in the mouth. Two doses of sodium thiosulphate and a hemostatic 
preparation have been given each week since then. In July, 1931, the patient 
visited the Mayo Clinic, where the diagnosis of pemphigus vulgaris was confirmed. 
During the course of treatment it was found that quinine and acetylsalicylic acid 
produced circumscribed edema. It is now four years since treatment was begun, 
and he has lost only a few days’ work. 

The lesions were universally distributed over the skin and mucous membranes. 
The original lesion was verrucous and crusted and measured about 1% by 2 inches 
(about 2.5 by 3.7 cm.). When the crust was removed the base was found to be 
composed of many papillomas. 

The serologic reactions, blood chemistry and hematology were essentially normal 
during the course of treatment. No biopsy was performed. 








DISCUSSION 


Dr. JosEPpH GRINDON, St. Louis: The patient said that the first lesion he had 
was a boil; evidently it was some kind of a pus infection. In some cases oi 
pemphigus the primary lesion is a pus infection perhaps resulting from an injury. 
At times the condition may at first resemble ordinary impetigo, but later symptoms 
of typical pemphigus develop. 





A Case FoR DIAGNOosits (TUBERCULID?). 
Kansas City, Mo. 


Presented by Dr. W. A. Myers, 


A white woman, aged 42, stated that one aunt, one uncle and one cousin had 
tuberculosis. The patient has active pulmonary tuberculosis of two years’ duration. 
She has had several hemorrhages, some of which have occurred recently. Cutaneous 
lesions have been present on the face and trunk for about twenty years. Roentgeno- 
therapy has been ineffective. 

Examination revealed an annular lesion the size of a nickel on the face, which 
was composed of pearly nodules. The nose showed a retracting scar. On the face 
and trunk were multiple flat roughly annular lesions of various sizes and shapes. 
Some showed a slight inflammatory reaction at the border, which seemed to be 
the active portion. The borders of many of the lesions were pigmented, and some 
of the lesions had produced atrophic scars. 

The sputum was positive for tubercle bacilli. The Wassermann and Kahn tests 
gave negative results. A blood count showed 9,600 leukocytes, with 71 per cent 
polymorphonuclears, 6 per cent eosinophils, 20 per cent lymphocytes and 3 per cent 
mononuclears. The patient refused to have a biopsy performed. 


DISCUSSION 
Dr. Witt1AmM H. Mook, St. Louis: At first I thought that the lesion on the 
nose looked like an epithelioma, but after looking at the other lesions, which are 
all granulomas, I think that it may be a tuberculid. 

Dr. Everett S. Lain, Oklahoma City: I should agree with a diagnosis of 


basal cell epithelioma for various reasons, primarily because the disorder has been 
responsive to roentgenotherapy. 





Dr. Paut F. Stookey, Kansas City, Mo.: I have seen this patient over a 
period of several years. She has had numerous lesions which have healed spon- 
taneously with the formation of scars. I believe that the lesions are papillary 
tuberculids. 

Dr. RicHarpD S. Wertss, St. Louis: I agree with Dr. Stookey. 


Dr. JosEpH GRINDON, St. Louis: I agree that the condition is papulonecrotic 
tuberculid. 
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ERYTHRODERMIA: CONGENITAL, ICHTHYOSIFORM, OF THE HystrIx Type. Pre- 
sented by Dr. Srpney F. Pakuta, Kansas City, Mo. 


A white boy, aged 12, has twelve brothers and sisters who are living and are 
well. His mother is living and is well. His father died of an unknown cause. 
No family history of dyscrasia of the skin was obtained. 

The patient’s skin was normal until he was 7 months old, when he had an 
attack of influenza. Diffuse erythema then appeared on the lower part of the legs 
which, during a period of several weeks, gradually ascended the legs and involved 
the trunk. For two weeks there was relative inactivity, after which the erythema 
extended to the chest, arms and face. While this eruption was present on the upper 
portions of the body an irregular roughness began on the lower portions and 
ascended in the same order. This roughness persisted during the eighth and ninth 
months of the eruption (January and February), after which a dark reddish-brown 
discoloration infiltrated the roughened areas, the areas became spinous and the 
color deepened to black. There was no change in the condition during the winter 
months. With the onset of the summer the areas became less marked, some of 
the roughness disappeared, and the cutaneous area beneath remained sensitive. This 
course has been repeated each summer and winter, the lesions being present in 
the winter and beginning to subside when the weather grows warm. 

The basal layer of the skin consists of a nonuniformly reddened area on which 
a dark reddish-brown layer composed of irregular quadrilateral horny projections 
is superimposed. These excrescences generally occur in parallel lines which tend 
to become transverse over the lower lumbar region and the nates. Many of the 
projections are verrucous and can be removed by the finger-nail without resultant 
bleeding. Underneath is a thickened skin with mild erythema, which is quite 
sensitive; there is little scaling. The distribution of the lesions is symmetrical; 
the flexor and extensor surfaces of the lower extremities, the thighs, nates, the lower 
part of the abdomen and the extensor surfaces of the upper extremities are involved. 
The upper part of the thorax, with the exception of a central elevation on the 
midline and on the tips of the shoulders, appears to be unaffected. The face, except 
about the eyelids, is relatively free from lesions. The genitalia are not affected. 
The pigmentation or discoloration has increased in intensity from above downward, 
the darkest areas being on the middle part of the thighs and of the calves 
posteriorly. The epidermis in the popliteal regions has undergone slight atrophy, 
with a resultant wrinkled or drawn skin. The axillae show little alteration other 
than slight xerosis. 

Physical examination and laboratory findings showed nothing abnormal. Biopsy 
indicated ichthyosis. The horny layer showed pure hyperkeratosis. The epidermis 
was thrown into ridges and folds, with little depressions here and there. There 
was no alteration of the hair follicles or sebaceous glands, but there was a slight 
reduction of elastic tissue. The basal layer appeared normal. Spaces between 
the hyperkerattic areas were filled with erythrocytes of the mononuclear variety. 


DISCUSSION 

Dr. JosEpH GrRINDON, St. Louis: This condition is what was once commonly 
called ichthyosis hystrix, but that is an old-fashioned term. I think that it is a 
nevus. 

Dr. Paut A. O'Leary, Rochester, Minn.: I think that the case belongs in 
the group of ichthyosiform erythrodermias. 

Dr. Ricuarp S. WeErtss, St. Louis: I agree with Dr. Grindon that this is a 
case of ichthyosis hystrix. 

Dr. JosEpH GrRINDON, St. Louis: My objection is that this is not ichthyosis 
but a nevus. 

Dr. CHarRtes C. Denniz, Kansas City, Mo.: The condition is progressive. 
New lesions are continually forming. The condition can be cleared up; when the 
patient is exposed to sunlight all that remains is erythrodermia. So long as he 
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is kept in the sunshine he has no black spots on the body. Therefore, in spite of 
the fact that the eruption has not appeared in the usual locations and has not been 
bullous, I am convinced that it is erythrodermia ichthyosiform. 


A Case FoR DraGnosis (Sarcorp? SypHitip?). Presented by Dr. CHARLEs C. 
DENNIE, Kansas City, Mo. 


L. D., a white woman, aged 58, has carcinoma of the uterus, cholecystitis and 
hypertension. Three months ago an eruption appeared which has been confined 
entirely to the forehead and which has been intensely pruritic at times. The 
forehead is covered with grouped, dusky red plaques of bizarre shapes. 

Chemical examination of the blood showed: sugar, 9.3 mg.; chlorides, 464 mg. ; 
urea nitrogen, 3.5 mg., and nonprotein nitrogen, 31.4 mg. A smear from the nose 
was negative for Hansen's bacillus. The Wassermann and Kahn tests gave 
negative results. 

DISCUSSION 


Dr. Paut A. O'LEary, Rochester, Minn.: I am unable to make a definite 
diagnosis on a cursory examination of the lesion. In the differential diagnosis | 
considered sarcoid first, leprosy second and syphilis third. Anesthesia of the lesion 
could not be elicited; the negative serologic reaction and the negative therapeutic 
test would seem to favor sarcoid as the most likely diagnosis. 

Dr. JosepH Grinvon, St. Louis: Clinically, the lesion looks like nodular 
leprosy. It is true that it did not show anesthesia, but one would not expect that 
in this type of eruption. I am unable to make a diagnosis on the basis of inspection 
alone. The nasal smear did not show Hansen's bacillus, but then there is no 
obvious nasal lesion. 

Dr. WittraAm H. Mook, St. Louis: I think that the condition is papulo- 
tuberculous syphilis. Because of the annular grouping of the papules, the tuber- 
culous lesions and the color I also considered syphilid. The lesion is said to have 
improved markedly under arsenical therapy, and syphilitic lesions sometimes do 
that. The reason why I do not think that the condition is leprosy is because the 
eyebrows are not involved. 

Dr. C. F. LEHMANN, San Antonio, Texas: I do not think that the condition is 
leprosy for two reasons. One is because the lesion is characterized by intense 
pruritus; the other is that its borders have no irregular configuration. The lesions 
of leprosy occur more nearly in arc formation and are more sharply demarcated 
than this lesion. I think that it should be considered as one of the acutely inflam- 
matory group; it is probably traumatic, caused by the rubbing of the patient's 
hand against her forehead. We know that this is an area in which perspiration 
is profuse; possibly irritation and trauma produced the lesion. 


DERMATOMYOsITIS. Presented by Dr. CHARLES C. DENNIE, Kansas City, Mo. 


A white girl, aged 8, had the usual diseases of childhood but no serious illness. 
In October, 1929, she had a fall in which she struck the buttocks a severe blow. 
In April, 1930, the parents noticed a slight stiffness in the child’s neck; this was 
followed by stiffness in the arms and legs. She was given thyroid extract by 
the family physician, with little improvement. The condition has greatly improved 
with the administration of sixty-five doses of typhoid vaccine given intravenously. 

When the patient was first examined the skin and subcutaneous tissues of the 
back of the neck and of the face, shoulders, arms and legs were hard and woody. 
There is no history of a similar condition in the family. 


DISCUSSION 
Dr. Cuarces C. Dennie, Kansas City, Mo.: The condition of the patient was 
relieved by the administration of typhoid vaccine given intravenously and by contrast 
baths. She had indurated tissues on the back of the neck and extending down 
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the shoulders. Little induration is now present. Her motions are limited on account 
of stiffness. The condition has almost entirely disappeared but for a slight trace 
about the shoulders and on the back of the neck. 
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FoLLICULITIS ULERYTHEMATOSA RETICULATA. Presented by Dr. H. J. F. 
WALLHAUSER. 


A boy, aged 4, presents an eruption which involves the right cheek and the 
right side of the neck. It began two years ago under the right eye and gradually 
spread downward. An irregular streak about one-half inch (about 1.27 cm.) in 
width and about an inch (about 2.54 cm.) in length developed. Other lesions 
having irregular, circular or oval outlines appeared on the cheek and on the upper 
part of the neck. The lesions consist of closely crowded small areas of atrophy 
separated by narrow ridges, which produces the appearance of a honeycomb or 
network. Numerous comedones are present in the atrophic areas. These seemed 
to mark the onset of the lesions; the atrophy gradually followed. 


DISCUSSION 


Dr. HERMANN GOLDENBERG (by invitation): The unusual feature of this case 
is the unilateral distribution of the lesion, which is suggestive of a nevus. 


Dr. Georce C. ANpREwsS: I am inclined toward a diagnosis of naevus come- 
donicus unilateralis on account of the unilateral and linear distribution. 


Dr. IsApDORE RosEN: The unilateral involvement, the absence of erythema 
and the appearance of the condition soon after birth suggest the diagnosis of nevus. 

Dr. Davin L. SATENSTEIN: I accept the diagnosis of the presenter. The 
process is comparatively recent; the comedones are still present, and the condition 
is spreading. In cases previously reported the entire clinical condition did not 
develop at one time. The same is true in this case; at some time this condition 
will resemble that of the other cases which have been reported. 


Dr. Howarp Fox: I agree with the previous speakers that this is a naevus 
comedonicus. Grouped comedones are not uncommon in infants. 


Dr. Frep Wise: I agree with those who believe that the condition is naevus 
comedonicus unilateralis. The lesion differs in a great many respects from fol- 
liculitis ulerythematosa reticulata. In the latter condition, there is a bilateral and 
symmetrical nevoid condition of the cheeks, which is associated with erythema and 
varying degrees of atrophy; it belongs in the group described as atrophoderma 
vermoulante. In this patient, there is merely a one-sided, sharply circumscribed 
comedo-neyus without evidence of erythema. 

Dr. H. J. F. WALLHAUSER: Nevus was suggested as a possible diagnosis. 
Against this theory is the fact that the lesions developed as irregular patches of 
erythema with perifolliculitis; the patches gradually subsided, resulting in atrophy. 


A CASE FoR D1AGNosis (GRANULOMA ANNULARE? FuNGus INFECTION?). Pre- 
sented by Dr. GEorGE C. ANDRrEws for Dr. Davip W. JOHNsON. 


A baby, aged 10 months, was first seen at the clinic for diseases of the skin 
of Grasslands Hospital, Valhalla, N. Y., on Jan. 25, 1933, because of lesions on the 
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buttocks, neck, axillae and hands. The lesions vary in size from one-half inch 
to 3 inches (from 1.27 to 7.62 cm.). Each has an encircling ridge or furrow which 
is raised and reddish brown and which encircles an area that appears to be some- 
what atrophic. The baby has had no illness since birth and has been artificially 
fed. The father and mother are healthy, but the sister of the patient had a similar 
condition at birth, which persisted for about ten years and then cleared up. Two 
diagnoses are suggested: granuloma annulare and porokeratosis of Mibelli. 


DISCUSSION 

Dr. IsApDORE RoOsEN: More than a single examination of a few minutes is 
required before one can decide the diagnosis in this unusual case. The symmetrical 
scaling eruption, sharply outlined and spreading at the periphery, suggests a 
mycotic infection. However, the infiltration of the edges of the active lesions leads 
one to think of the possibility of one of the granulomas, among which syphilis must 
be taken into consideration. 

Dr. HERMANN GOLDENBERG (by invitation): I am under the impression that 
the condition is a mycotic infection. 

Dr. Howarp Fox: I think that the most likely condition is granuloma 
annulare, which is seen most often in children. This point could be settled by 
histologic examination. I should exclude larva migrans because of the configuration 
of the lesion and the objective absence of itching. The patient has half a dozen 
or more complete circles, which would represent as many larvae if they were the 
cause of the eruption. It is unusual, I believe, to have numerous larvae present 
in the same patient. I think that in the majority of cases there is only one. The 
larva wanders about in a single line which may have many curves but which does 
not end at the point of entrance to form a complete circle. The disease is usually 
accompanied by severe itching, which is absent in this case. 

Dr. H. J. F. Wattuavser: It would be impossible to make a positive diag- 
nosis without further study, but I do not believe that larva migrans can be ruled 
out, since, according to the patient’s father, the lesion progressed by linear extension 
from about one-eighth to one-fourth inch (about 0.31 to 0.63 cm.) each day. 

Dr. ANDREW J. Gitmour: I have never seen an eruption that was caused 
by drugs which resembled this condition. I do not think that the case can be 
diagnosed on the basis of the examination made tonight. 

Dr. Frep Wise: My diagnosis would be granuloma annulare rather than an 
eruption due to mycotic infection. 

Dr. Georce C. ANpREws: I think that Dr. Fox was correct when he sug- 
gested ruling out larva migrans. The patient’s mother says that the lesion on 
the arm began as a small circle and gradually enlarged. An attempt was made 
to obtain a biopsy specimen, but the parents refused. The other child had a similar 
eruption which cleared up spontaneously, so I believe that this condition may be 
a nevoid eruption. 


ULcCERATING LESION OF THE PERIANAL REGION. Presented by Dr. GEORGE C. 
ANDREWS. 


R. T., aged 1 year, had a rash on the scalp and abdomen and an ulceration 
about the anus. There was a pyoderma of the scalp and of the trunk of six months’ 
duration. The condition had been treated with olive oil and petrolatum only. The 
ulceration surrounding the anus was about 3 cm. in diameter. There were no 
satellite patches about the ulcerated area. The duration of the ulceration was 
approximately eight months; the ulcer had begun as a fissure near the anus and had 
gradually enlarged. It had been treated with mild mercurial ointment up to the 
time I first saw the patient. 

The child had no other illness. The Wassermann test of the spinal fluid gave 
negative results. The patient had apparently been healthy in every respect at birth. 
The father and mother are living and well. Their Wassermann reactions were 
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negative on two recent occasions. There have been no miscarriages. One child 
died of injuries received at birth. There is no family history of tuberculosis. The 
perianal region showed a soggy, fissured, purulent mass of granulation tissue which 
was very much eroded and involved the anal sphincter and the posterior part of 
the perineum. There were no mucous patches. 

The scalp and trunk cleared up within one week with measures to insure local 
cleanliness and with applications of 2 per cent ammoniated mercury. The size 
of the perianal lesion has been reduced by one-third after four injections of 
mercuric succinimide. 

DISCUSSION 

Dr. HERMANN GOLDENBERG (by invitation): My impression is that the condi- 
tion is mucocutaneous tuberculosis. 

Dr. Max SCHEER: It is impossible to make a positive diagnosis of tuberculosis. 
Animal inoculation should be carried out. A _ positive tuberculin test is weak 
evidence. The condition may be a pyogenic ulceration which is kept active by 
constant irritation. 

Dr. Howarp Fox: I think that the diagnosis of congenital syphilis can be 
practically excluded because of the negative Wassermann reaction. Tuberculous 
ulcer is the more likely diagnosis in my opinion. If the condition was syphilis, 
in all probability the lesion would not be a gumma in a patient so young. 

Dr. Frep Wise: I think that the lesion is one of tuberculosis orificialis 
mucosae. 


SYPHILIS, WITH DISAPPEARANCE OF THE MENINGEAL SYMPTOMS AFTER THE 
APPEARANCE OF MULTIPLE GUMMAs. Presented by Dr. Lupwig OULMANN. 


A woman, aged 23, was infected with syphilis two years ago. About six months 


later she was treated at Dr. Parounagian’s clinic. I saw her a year ago, when 
she had a papulopustular syphilid over the entire body. She was staggering, could 
not walk alone and complained of severe headaches; the reflexes were exaggerated. 
The Wassermann reactions of both the blood and the spinal fluid were negative; 
there were 6 units of globulin in the spinal fluid; there was no colloidal gold curve. 
The patient received treatment with arsphenamine and bismuth, as a result of which 
the eruption cleared up. As soon as the treatment with arsphenamine was stopped 
the headaches increased in severity and the staggering gait became more pro- 
nounced. Arsphenamine and bismuth were given almost continuously from 
February to November. I then decided to administer acetarsone; while this treat- 
ment was being given from eighty to one hundred gummas developed, most of 
which appeared on the extremities. The gummas varied in size from that of a 
nut to that of an egg and contained foul-smelling pus. The bloody discharge which 
occurred at the end of evacuation was tested; it gave a negative reaction to the 
Wassermann test and a reaction of four plus to the Kline test. Aiter two months’ 
treatment with acetarsone, arsphenamine and bismuth were again administered. 
The gummas disappeared, no new ones developed, and the headaches and staggering 
gait stopped. I bring up the question whether the gummas played a role in a 
process of immunization. 
DISCUSSION 

Dr. IsApoRE RosEN: There are one or two unusual features in this case; 
the repeated absence of a positive Wassermann reaction in a patient with so many 
active lesions is one; the failure of the condition to respond to antisyphilitic 
therapy is another. 

Dr. Howarp Fox: The lesions in this patient were strikingly symmetrical, 
which suggests that she suffered from a pustular syphilid rather than from multiple 
gummas. The scars suggest those often seen in drug addicts, though this patient 
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is young and her appearance is not that of a drug addict. I think that the scars 
are due to syphilis. 

Dr. Lupwic OutMaNN: As I stated, the patient had a pustular and papular 
syphilid when I saw her for the first time. While she was receiving treatment 
with acetarsone smooth tumors the size of a hazel nut developed in the skin. At 
first the skin was normal and the tumors were hard. Then the tumors softened 
and became red and most of them opened spontaneously. I incised about six for 
the purpose of making cultures and smears, which gave negative findings. The 
Wassermann test of blood taken from the tumors after the pus was discharged 
gave negative results. The Kline test, performed by Dr. Rein, gave a reaction of 
four plus. I saw the patient three times each week during that period, and at no 
time was a puncture made by a needle visible. I presented this case not because 
of the type of lesions or their malignant aspect, but in order to hear opinions on 
the immunization of the cerebral symptoms by the appearance of new lesions on 
the skin. 


A Case For DraGnosis (GuMMA). Presented by Dr. GEorRGE C. ANDREWS. 


W. H., a white man, aged 38, was previously presented on Dec. 6, 1932. He 
was first seen in the Vanderbilt Clinic in October, 1932. At that time he gave a 
history of a lump on the inner surface of the left arm, of three months’ duration, 
which, within the preceding few weeks, had enlarged rapidly and had sloughed 
in the center. He had been a patient in the Presbyterian Hospital from July 
until September because of acute appendicitis, a pelvic peritoneal abscess and 
subhepatic and subphrenic abscesses, and had made a complete recovery. While he 
was in the hospital the Wassermann reaction of his blood was found to be positive. 
His brother also had a positive Wassermann reaction. 

An examination made in October, 1932, showed a tumorous mass the size of 
an apple in the subcutaneous tissue on the inner surface of the left arm. The 
skin over the outer portion was of normal color, while the central portion showed 
redness and chronic sloughing. The tumor was firm, and no fluctuation could be 
felt. One small palpable gland in the axilla was not tender. 

The Wassermann test was positive on several occasions. On July 2, 1932, the 
result of a test for cholesterol was two plus and that of the Kahn test was three 
plus. On September 23, the result of a test for cholesterol was four plus; the 
reaction to the Kahn test in alcohol and cholesterol antigens was three plus. The 
skin gave a negative reaction to Streptococcus viridans and nucleoprotein. Injec- 
tion of a 1:10 dilution of staphylococcus toxin resulted in a 1 cm. wheal and a 
3 cm. area of erythema. 

The patient received no iodides while in the hospital. He began taking a few 
drops three times a day on October 5, on his first visit to the department of 
dermatology. The mass on the arm was present at that time, as is noted on his 
chart. Since December 9, he has received ten injections of neoarsphenamine and 
ten injections of bismuth, and he has been taking 20 drops of potassium iodide 
three times a day. 

DISCUSSION 

Dr. IsaporE Rosen: I am interested in seeing this patient again and in observ- 
ing the effect of a few week’s antisyphilitic treatment on such an extensive gum- 
matous involvement of the muscles. I still believe that the patient is suffering from 
a deep gumma of the musculature, which was my diagnosis when he was first 
presented. 

Dr. Howarp Fox: While I did not see this patient previously, I think that 
if the lesion was a gumma it would have healed completely with the ten injections 
of neoarsphenamine given during a period of two months in spite of its size and 
depth. I suggest that the possibility of sporotrichosis be considered. 
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Dr. HERMANN GOLDENBERG (by invitation): Any one who saw the patient at 
the Academy of Medicine and compares the condition then present with that present 
after antisyphilitic treatment cannot doubt the correctness of the diagnosis of gumma. 

Dr. RicHarD KELLY (by invitation): I have always been under the impression 
that the lesion is a gumma. 


Dr. Frep Wise: The history and the present appearance of the lesion are 
more in favor of its being of syphilitic origin than was the case when the patient 
was first presented. On that occasion I thought that the mass was a fungating 
iododerma. 


Dr. GEorGE C. ANDREWs: The improvement in this case has been marked. 
The diagnosis of an eruption caused by iodides is excluded because the patient had 
the eruption before iodides were taken. There was no pain or tenderness. Gumma 
of the muscle explains the slow healing. However, there has been a decidedly 
prompt reaction to treatment. No one at the previous meeting suspected sporo- 
trichosis, although that diagnosis was considered. 


LEUKOKERATOSIS OF THE TONGUE AND LEUKOPLAKIA OF THE BuccaL Mucosa. 
Presented by Dr. ISADORE ROSEN. 


R. G., a white man, aged 54, a painter, was born in America. He was referred 
to the clinic on Jan. 18, 1933. He gave a history of a chancre twenty-five years 
previously, but said that there had been no secondary lesions. There had been no 
treatment. Two years ago twenty injections were made into the arm and the hip. 
On admission to the clinic he presented a large fungating white plaque on the 
dorsum of the tongue. There were white areas in the angles of the mouth. The 
lymph glands were palpable, the pupils reacted to light, and the knee jerks were 
present. There was no Romberg sign. Biopsy showed leukoplakia; there was no 
malignant change. The Wassermann reaction was four plus. Microscopic exami- 
nation revealed no malignant process. A second microscopic examination of the 
leukokeratotic infiltration showed hypertrophic leukokeratosis ; no malignant process 
was present. 


DISCUSSION 


Dr. Lupwic OuLMANN: I treated a number of patients with this condition 
by injecting procaine hydrochloride and fulgurating the leukoplakic keratoses. The 
after-treatment consisted of ultraviolet irradiation and the local application of 
enzymol to which hydrochloric acid was added. Smoking was forbidden, and care 
as to the diet was recommended. The conditions cleared up, and in most of the 
cases no relapse has occurred. 


Dr. Davin L. SATENSTEIN: In leukoplakia the process is usually limited to 
the epidermis and the cutis immediately underlying it; therefore, a superficial 
destructive agent that can be controlled is the best means of treatment. For this 
purpose, I prefer the actual cautery. If the process remains stationary in this case, 
I suggest leaving it alone, as leukoplakia of this type may never change. 

Dr. Howarp Fox: My views as to the treatment of leukoplakia are very 
conservative. I think that operative treatment is not indicated in the earliest stages 
and that even when the process involves extensive areas of the mouth radical 
measures are inadvisable. I am opposed to destructive measures as a routine treat- 
ment, as I have seen too many recurrences following them. Furthermore, scar tissue 
itself may be the starting point of cancer of the mouth. I advocate strict oral 
hygiene and the removal of all local irritants, such as tobacco, jagged teeth and 
gastro-intestinal disturbances. In the present case I think that one of the roug! 
elevations could be successfully flattened by the use of the cautery. 





ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
CHICAGO DERMATOLOGICAL SOCIETY 
Max S. Wien, M.D., Secretary 
Regular Mecting, Feb. 15, 1933 
OvIverR S. Ormssy, M.D., President, Presiding 


A Case ror DIAGNOosIs (MALIGNANT ErRYTHRODERMIA?). Presented by Dr. O. H. 
Foerster, Dr. H. R. Foerster and Dr. L. M. Wreper. 


W. G., aged 65, an attorney, was first seen on March 25, 1929, with a gen- 
eralized eruption which began in December, 1928, and differed little in appearance 
from that now present. The condition appeared first on the flexor surfaces of 
the forearms and the lower parts of the legs as an erythematous, finely macular 
and diffuse process, at times showing faint scaling, and accompanied by marked 
pruritus. The condition had been extending steadily. There was no history of 
previous cutaneous diseases, and the general health had been good, without a 
history of major illnesses or operations except double resection of the thyroid 
gland with division of the isthmus for multiple hemorrhagic and fibrous degen- 
erating adenomas in 1916. The operation was performed by Dr. Charles Mayo; 
there have been no subsequent symptoms. 

When the patient was first seen he presented a profuse, bright pinkish-red 
eruption involving the entire back, the flanks, the abdomen, the groins, the inner 
aspects of the arms and the flexor surfaces of the forearms. In the most severely 
involved areas the condition was diffuse; in other areas, finely macular and 
papular, with some tendency to follicular localization. The papular element was 
poorly defined, with a barely appreciable elevation on inspection and no angular 
outline, and it somewhat resembled miliarial papules. The involved areas were 
soft to the touch, and what little scaling had occurred was extremely fine and 
branny. In extremely hot weather the axillary folds and groins showed slight 
exudation. No vesiculation had ever been noted. There had been no splenic or 
hepatic enlargement or lymphadenitis. 

The general aspects of the eruption changed little except for variation in 
severity, with some aggravation in hot weather; since the onset, the lesions had 
never completely involuted. Some sensitization to sunlight apparently accom- 
panied the process as, following sunburn of the hands on June 22, 1932, the dorsal 
surfaces of the hands remained brightly erythematous for almost three months, 
although the hands had not been previously involved. 

Ultraviolet irradiation intensified the process, while irradiation with unfiltered 
rays, and more especially with lightly filtered rays, resulted in complete clinical 
involution of the process, followed by a recurrence after several weeks. Pro- 
longed calcium therapy produced no appreciable change in the eruption. Follow- 
ing medication with arsenic in the form of pills for three months, chocolate-brown, 
diffuse pigmentation of the anterior axillary folds and of the medial aspects of 
the thighs suddenly developed in February, 1932; the eruption has since slowly 
faded. Because of the similarity of the histologic picture to that of lichen planus, 
the patient has received yellow mercurous iodide, U. S. P., during the past four 
months, with probably more success than with previous medication, but without 
alteration in the general features of the eruption. 

Eight blood counts at various times have shown from 4,000 to 8,600 white 
cells; from 64 to 76 per cent polymorphonuclear neutrophils; from 1 to 3 per 
cent eosinophils; from 15 to 29 per cent small lymphocytes; from 1 to 8 per cent 
large lymphocytes, and from 3 to 6 per cent large mononuclear cells. The urine 
has repeatedly been normal, and the blood pressure slightly elevated. The dex- 
trose tolerance curve is normal. The basal metabolic rate is + 5 per cent. 

Roentgenograms of the skull showed no pathologic condition. Histologic 
examination of a section taken from the upper part of the flank showed a rather 
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sharply demarcated, polymorphous, cellular infiltrate in the papillary and sub- 
papillary layers, consisting chiefly of small round cells, polymorphonuclear cells 
and fibroblasts. In spite of the bright color of the lesions there is little vascular 
change. The papillary layer is moderately edematous, as is the basal layer of 
the epidermis. This, together with slight hyperkeratosis, constitutes the principal 
change in the epidermis. 

DISCUSSION 

Dr. C. W. FInNERuD: This is a most difficult type of case in which to arrive 
at an early definite conclusion. It is impossible for me to say what type of 
erythrodermia the condition is, but from the histologic characteristics, as Dr. Nom- 
land suggested, it is probably the so-called malignant erythrodermia. It will take 
time to determine the exact nature of the disorder. From the laboratory work 
reported, although the findings are complete, I think that it is impossible to state 
what the outcome will be. 

Dr. E. A. OLIVER: One point not mentioned is that the microscopic picture 
shows much more than one would expect to see in this type of eruption. The 
value of obtaining biopsies in cases of this nature is evident. 

Dr. OLIverR S. Ormssy: This patient presents a group of symptoms similar 
to those observed in a patient I presented before this Society in October, 1930, 
as possibly having malignant erythrodermia. At that time there were no changes 
in the blood, but there was enlargement of the cervical, epitrochlear and inguinal 
glands. About a year later the patient made a long automobile trip, during 
which he was exposed to the sun and wind; acute dermatitis developed, followed 
by an accentuation of the generalized eruption. The blood then presented the 
findings of leukemia, and the glandular involvement was increased. Since that time 
the condition has gradually become more severe. In the case presented I believe 
that the negative blood findings are not significant. Positive findings may appear 
later, and glandular involvement may follow. 

Dr. LESTER WIEDER: We have been interested in this man, for we have 
had an opportunity to follow his case for four years. There has been little clinical 
change during this period. We gave him small doses of ultraviolet rays at the 
outset, but the condition flared up. With roentgenotherapy, filtered or unfiltered, 
the eruption cleared up promptly and completely, but there was a recurrence within 
from four to six weeks. We discontinued this therapy because we thought that the 
roentgen rays, if administered repeatedly, might cause atrophy, especially as the 
patient appeared to be slightly radiosensitive in spite of the prompt response of 
the lesions to roentgenotherapy. 

Dr. O’Leary saw the patient two or three years ago and was in accord with the 
opinions expressed in the discussion at that time. Dr. Politzer saw him last June 
and thought that the histologic changes were suggestive of lichen planus, but he 
could not make that diagnosis harmonize with the clinical appearance. However, 
on the basis of this similarity, yellow mercurous iodide was administered, and I 
think that there has been more change in the eruption since then than at any time 
previously except after roentgenotherapy. When the patient was first seen he had 
slightly infiltrated plaques over the shoulders, but these involuted very early and 
have never recurred. 

One interesting development in the course of the condition which occurred while 
the patient was receiving arsenic in the form of pills was the chocolate-brown 
pigmentation in the axillary folds and on the medial aspects of the thighs opposite 
the scrotum. The pigmentation simulated that which follows tinea cruris, but there 
had been no previous inflammatory reaction at these sites for some months pre- 
ceding the change. Within a short time after the administration of arsenic was 
stopped the pigmentation disappeared from the axillary folds, but it still persists 
on the thighs. The pigmentation is not at all typical of that ordinarily following 
treatment with arsenic. We hope to have the opportunity of continuing the study 
of this case and to present the patient again if further findings are available. 
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POIKILODERMA (7) OF IDIOPATHIC ATROPHY WITH POIKILODERMA-LIKE 
CHANGES (7). Presented by Dr. E. A. Orlver. 


A white man, aged 42, stated that the present trouble began seven years ago 
as a dry, scaling, ichthyosis-like condition on the lower parts of the legs, and 
gradually extended up both legs. Three years ago small acuminate pustules 
developed in the popliteal spaces and on the posterior aspect of the thighs. They 
have since disappeared. The patch on the left side of the back began about three 
years ago as a small scaling area; it gradually enlarged to its present size. Other 
patches have since developed. The patient has always been well, except for an 
attack of influenza which occurred in 1918 while he was with the army overseas. 
He had the ordinary diseases of childhood. There had never been a cutaneous 
disease in the family. 

The patient has been treated with ultraviolet rays from the Alpine sun lamp 
and ointments, but never with roentgenotherapy. 

Examination showed a well nourished man. The weight was 182 pounds 
(82.6 Kg.), and the height, 6 feet, 1 inch (185.4 cm.). The systolic blood pressure 
was 132. The basal metabolic rate was normal. The tonsils had been removed. 
The teeth were well cared for, but had many fillings. There was no leukoplakia 
in the mouth. The heart sounds seemed to be normal; the lungs were normal. 

On roentgenographic examination, the shadows representing the bony structure 
forming the sella turcica were normal. There was no evidence of bony erosion or 
other indications of tumors. 

Urinalysis showed: specific gravity, 1.025; albumin, 0.05 per cent; absence of 
sugar; a few leukocytes, and considerable mucus. A blood count showed: red 
cells, 5,600,000; white cells, 8,100, and hemoglobin, 82 per cent. A differential 
count showed: small mononuclear lymphocytes, 27 per cent ; monocytes, 9 per cent; 
neutrophils, 0.7 per cent; polymorphonuclears, 58 per cent, and eosinophils, 6 per 
cent. The Wassermann, Kolmer and Kahn reactions were negative. 

The patches of involved skin are most marked over the back, although the 
extensor aspects of both arms, the anterior aspects of the thighs, the buttocks and 
the posterior aspects of both legs are involved. Over the back are five areas; the 
largest one, in the left renal region, measures 6% by 6 inches (16.51 by 15.24 cm.). 
It is dry and scaling, and is the seat of a few hypertrophic crusted lesions of 
smaller size. One area on the right flank measures 3% by 3 inches (8.87 by 
7.6 cm.), and is the seat of hypertrophic, crusted, elevated lesions. A lesion just 
below the right axilla and one in the right scapular region measure 3 by 2 inches 
(8 by 5 cm.), and there are two lesions on the extensor aspects of the arms of 
about the same size. There is a large area in front, just below the nipple, which 
measures 6 by 6 inches (15.24 by 15.24 cm.); a smaller area just to the right of 
the navel measures 2 by 2 inches (5 by 5 cm.). There is a large lesion involving 
almost the entire anterior aspects of the right thigh. There are several smaller 
areas just above the popliteal surfaces of the legs. Across the middle of the back 
are three distinct yellowish-white striae, one-fourth inch (0.6 cm.) in width, running 
in a straight line with the back. These patches are oval or circular and dry, and 
are the seat of furfuraceous scaling, and many, although not all, are the seat of 
capillary telangiectases. All of these areas of involved skin constitute a typical 

picture of chronic radiodermatitis. There are no subjective symptoms. 

The skin about the eyes and cheeks is bluish red and flushed, and appears 
to be swollen. 


DISCUSSION 















Dr. E. P. Ze1ster: It is difficult to reach clinical conclusions in such a case. 
The individual lesions have some resemblance to poikiloderma, but the condition 
does not look like any of the cases of poikiloderma that I have seen, most of which 
occurred in extensive, solid areas. In this case the individual lesions are smaller 
and more widely scattered. Histologically, the condition looks like one of the 
lymphoblastomas, possibly Hodgkin’s disease or the premycotic stage of mycosis 
fungoides. 
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Dr. F. E. Senear: I saw the patient with Dr. Oliver, and I felt that the 
large patch on the back which has cleared in the center shows a vegetative growth 
that is very suggestive of the lymphoblastoma group, and particularly of mycosis 
fungoides, although I understand from the histologic examination that nothing of 
that nature is present. I think that the case may belong to that group, and that 
the full picture may develop eventually, although the picture now presents many 
features of poikiloderma. 

Dr. C. W. Finnerup: Aiter looking at the sections, although clinically the 
inflammatory element is far too marked to justify the diagnosis of poikiloderma, I 
think that the condition may be an atypical instance of the Jadassohn type of 
generalized poikiloderma atrophicans vasculare. 

Dr. M. H. Espert: One feature in the case particularly interests me, and that 
is the marked transverse striae across the back. The striae are of the type described 
in the wasting diseases. In looking up the literature some time ago | found that 
such striae have been associated with idiopathic atrophies of other sorts, and that 
this has led to the assumption that there is some weakness in the elastic tissue 
at the time the atrophies occur. This patient has had none of the ordinary condi- 
tions that would explain transverse striae. I saw him with Dr. Oliver some months 
ago at Rush Medical College, and today I was struck by the change in his condi- 
tion—the hypertrophic development on some of the patches. At that time the con- 
dition corresponded with my idea of typical poikiloderma, but the histology does 
not justify that diagnosis. The infiltration is too marked, and the condition 
resembles leukemia cutis more closely. 

Dr. RusEN NOMLAND: Because of the microscopic picture of a wide dense 
band of lymphocytes just under the epidermis, I wish to consider a diagnosis of 
idiopathic atrophy in the infiltrative stage. In this case the cells invade the basal 
cell layer in places, but aside from this feature the microscopic picture is typical 
of idiopathic atrophy. 

Dr. OLiveR S. OrmssBy: Naturally, I am interested in this case. The original 
case of poikiloderma that Dr. John E. Lane and I reported before this Society 
looked very much like this one, but there were more atrophy and more telangiectasis, 
and the condition more definitely resembled healed radiodermatitis. Since then we 
have seen several cases; one in particular that was shown recently with idiopathic 
atrophy such as occurs in poikiloderma is of special interest. Professor Jadassohn 
saw the patient, but did not recognize the condition as poikiloderma. Professor 
Bloch also saw the patient, but was noncommittal. The condition was somewhat 
like that in the case presented, except that there were more atrophy and more 
telangiectasis, and the condition was more advanced. It seems that there is a group 
of atrophies associated with pigmentation and telangiectasis which is difficult to 
classify, and I think that the diagnosis under which this case was presented is 
acceptable. 

Dr. E. A. O_tver: I am much interested in this case. It is presented as one 
of idiopathic atrophy with poikiloderma-like changes, or poikiloderma. Dr. Zeisler 
said that he did not believe that the eruption was sufficiently generalized to be 
classed as poikiloderma. 

The disease is still progressing and has changed considerably since I first saw 
the patient two months ago, so that if we give it time enough, it may become 
fairly generalized. The case corresponds in many ways to the one described by 
Taussig in the ARCHIVES, in that the hypertrophic lesions shown in the two large 
patches are similar to those in Taussig’s cases of poikiloderma. The case also 
is similar to one described by Bettman. 

The cellular infiltration seen in the sections is similar to that seen in idiopathic 
atrophies, except that there is no definite dividing line of connective tissue between 
the infiltration and the basal cell layer. On the other hand, the infiltration invades 
the basal cell layer to such an extent in places that it is difficult to say where the 
cutis ends and where the epithelium begins. This is characteristic of poikiloderma. 
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I neglected to point out the striae which Dr. Ebert mentioned. There are three 
of them running parallel across the lower part of the back, all about one-fourth 
inch (0.64 cm.) in width. 


LicHeN Scierosis et AtropuHicus (HALiLopeau). Presented by Dr. Henry 
C. ScHorrR (by invitation). 


A white man, aged 43, first noticed the onset of the eruption about one and a 
half years ago. There have been no subjective symptoms. The patient presents 
several ovoid, ivory-colored lesions, varying in size from that of a dime to that 
of a dollar, on the upper part of the chest, the neck and the shoulders. Each 
lesion has a depressed center and a narrow, elevated, firm border. There are no 
follicular plugs. In addition, on the upper part of the chest there are several 
sharply defined, slightly depressed, atrophic areas, somewhat darker than the sur- 
rounding skin and of various shapes. 

Histologic examination showed that the epidermis was thin and flattened. The 
papillae and the subpapillary layer of the corium were homogeneous and pale- 
staining, the collagen fibers were hyalinized and stained poorly, and there were 
only a few fragmented elastic fibers. Just beneath the epidermis was a layer of 
foci of lymphocytic infiltration, and similar foci extended more deeply along the 
blood vessels. 

DISCUSSION 

Dr. M. H. Esert: In this case the question naturally arises as to whether 
or not the lesions of macular atrophy are a sequela to the sclerotic lesions, which 
apparently belong to the group of lichen planus sclerosis et atrophicus. The 
history of the patient seems to state definitely that in many of the atrophic lesions 
there was no preceding sclerotic lesion. I think that the type of atrophy that 
follows lichen planus sclerosis et atrophicus is somewhat different from that which 
this patient presents. I do not know what causes the macular atrophy. I think 
that there is no history of syphilis in the case, and that the Wassermann reaction 
is negative. 

Dr. F. E. SeENearR: I feel, as Dr. Ebert does, that there is no demonstrable 
relation between the two conditions. The patient had lichen planus and atrophic 
lesions varying in size from that of a split-pea nearly to that of a palm. It was 
surprising that under the microscope there was practically no atrophic change 
apparent in the large atrophic patches. The section shown looked like normal skin. 


Rupioip Sypuitis. Presented by Dr. B. B. Beeson and Dr. M. H. Esert. 


About February, E. S., a white woman, aged 32, a housewife, was admitted 
to the Cook County Hospital with the following history: About three months 
previously she noticed the breaking out of reddish spots about the size of a pinhead 
on the forearms. Three days later a similar rash appeared on the forehead, the 
face and the body; shortly afterward sore throat, headache, chills and fever, accom- 
panied by what the patient termed a neuralgia, occurred. The patient was told 
that she had pemphigus and was given pills and salves. Her condition gradually 
became worse. She was confined to bed and lost about 16 pounds (about 7 Kg.). 

On physical examination at the time of admission the patient appeared to be 
acutely ill, and she was somewhat toxic and cachectic. The temperature was 
99.6 F.; the pulse rate, 96, and the respiratory rate, 26. There were numerous 
atrophic scars varying in size from that of a bean to that of a silver dollar; some 
of the scars on the trunk and the face were scaly. On the arms, forearms and 
dorsa of the hands were several large, coin-sized, brownish-black, rupioid crusts. 
One palm-sized crust on the right wrist extended more than half way around the 
wrist and was discharging pus along the margin. Similar lesions just above were 
made up by the cealescence of coin-sized lesions. There were numerous scars on 
the forearms similar to the one described and the crust of a healing lesion on the 
upper lip. Several scattered ulcers were seen on the buttocks and the upper parts 
of the thighs. 
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On admission, a scar the size of a finger-nail was noted on the right labium; it 
was depressed and atrophic. There were also a few superficial erosions covered 
with a grayish exudate on both labia. At present the throat is clear, but on admis- 
sion there was considerable congestion. There was general adenopathy, but no 
marked alopecia. 

Treatment at first was constitutional, with local applications of potassium per- 
manganate. The patient was also given liver extract and iron by mouth. One 
week after admission, she was given 0.15 Gm. of neoarsphenamine, and the same 
dose was repeated three days later. She was given 0.3 Gm. of neoarsphenamine 
four days ago. Improvement was noticed after the second injection. 


DISCUSSION 

Dr. Davip LIEBERTHAL: This case is exceedingly interesting and is the most 

extensive, I believe, that has ever been demonstrated before this Society. We used 

to see rupioid syphilis more frequently, after the Spanish American War, in 

soldiers returning from the Philippine Islands, where they had contracted it. Such 
cases are observed principally in tropical countries. 

Dr. J. H. MitcHett: I wish to express my appreciation of this demonstration. 


Dr. LESTER WriEDER: I think that it would be interesting to perform a biopsy 
on specimens from the larger ulcerative lesions. The appearance of the lesions 
suggests ulceration due to thrombosis of the deep subcutaneous vessels rather than 
to central sloughing of the typical gummatous infiltration. The comparative absence 
of induration from the border of the ulcerative lesions in this case suggests this 
possibility, as do the unusual size and the number of the lesions. A case of 
malignant syphilis showing this unusual histopathologic feature was reported from 
the departments of syphilology and pathology of the University of Michigan (Am. 
J. Syph. 14:1 [Jan.] 1930). While this type of pathologic change in the skin 
in syphilis is apparently rare, more frequent biopsies in cases in which there is 
extensive ulceration of the type presented may prove it to be more common than 
is supposed. 

Dr. M. E. Opermayer: I felt at home when I saw this case, for we see many 
of them in Austria. It is in such cases of malignant syphilis that one sometimes 
finds a negative Wassermann reaction which later, with treatment, becomes posi- 
tive. I believe that this change is due to the extremely low resistance on the part 
of the organism to the virus. 

Dr. LesTER WIEDER: While this form of syphilis is commonly called the 
malignant type, I found on looking through the literature that the term is usually 
reserved for cases in which there is extensive destruction and in which the condition 
does not respond to therapy. I received the impression that this patient’s, condition 
has improved so far. If that is true, I think that the case would be more correctly 
classified as acute, ulcerative, precocious tertiary syphilis than as malignant syphilis. 

Dr. Davin LIEBERTHAL: Some cases of syphilis were exceedingly difficult to 
control until the arsphenamines came into, use. And that was probabiy why the 
name precocious malignant syphilis was applied to them. 

Dr. M. H. Epert: In regard to the stage of the disease, I think that this is 
an early case and not a precocious tertiary lesion. 

As to therapy, I think that the response which the patient’s condition has shown 
has been due more to the care in the hospital than to the antisyphilitic therapy. 
It has not responded to arsphenamine in the usual manner. I chanced recently 
to read a treatise by Colles, who was a syphilologist of note, and I was interested 
to see that he described cases exactly like this one. He stated that the patients 
should not be treated with mercury or their health will be undermined and they 
will die. 

As to syphilis in the Orient, Jeanselme made a trip to the Orient and stated 
that in French Indo-China and the neighboring regions of the far Orient rupioid 
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lesions are considered a usual secondary manifestation, and that in addition to the 
rupioid lesions on the skin the patients have diffuse lesions of the joints so that 
they cry out with pain when they are moved in bed. 

As to the histologic observations, we hesitated to perform a biopsy because 
the patient was ill when she came in; her condition has improved sufficiently, 
however, so that a biopsy is now justifiable; we shall perform one. 


Juxta-ArTICULAR Noputes. Presented by Dr. B. B. Beeson and Dr. M. H. 
EBERT. 


A Negress, aged 33, was admitted to the Cook County Hospital with a condition 
that was diagnosed as hypertension and acute gonorrhea. She was five months 
pregnant. 

The nodes first appeared on the right elbow following an injury and reached 
their present size in about six months. The lesions on the left elbow were said 
to have appeared somewhat later. There were no other cutaneous lesions. No 
history of syphilis or of rheumatism was obtainable. 

Examination of the extensor surface of the right arm close to the elbow revealed 
three lesions which except for size were identical. They varied in size from that 
of a walnut to that of a large bean, and were firm, smooth and freely movable 
and were neither tender nor painful. Near the left elbow were two similar nodes, 
also on the extensor surface, the lower one being the smaller. 

The blood chemistry did show evidence of gout; the Kahn reaction was negative. 


DISCUSSION 


Dr. E, P. ZeEIsLtER: The most complete account of juxta-aurticular nodes is 
to be found in J. Jadassohn’s “Handbuch der Haut-und Geschlechtskrankheiten” 
(Berlin, Julius Springer, 1932, vol. 12, pp. 418 to 498). There is a shorter chapter 
in the same volume on juxta-articular nodes in the tropics by Martin Mayer and 
Ernst G. Nauch (pp. 84 to 95). 


Dr. RuBEN NoMLAND: I have seen two cases of juxta-articular syphilis, one 
in a white and the other in a colored person. The pathologic changes are not 
known, but the conditions in both patients responded nicely to small amounts of 
antisyphilitic treatment. 

Dr. OLIVER S. Ormssy: I had under observation for several years a patient 
who was suspected of having syphilis; however, as the Wassermann reaction was 
negative, antisyphilitic treatment was not employed. Several years later the 
nodules, which were situated largely on the palms and the palmar surfaces of the 
fingers, had become so large that I excised a number of them. About two years 
later several more were excised. About five years ago we decided that they were 
probably juxta-articular nodules of syphilis, and we employed arsphenamine; with 
this treatment the remainder soon disappeared and have not recurred. The nodules 
that were removed surgically have since been examined by Dr. Finnerud, who 
found on histologic examination a definitely syphilitic condition. 

Dr. J. H. MitrcuHett: In the case fhat was shown by Dr. Waugh at the meet- 
ing at Northwestern University, all of the nodules were excised. Dr. Waugh told 
me that they have not recurred. 

Dr. B. B. Beeson: In the latest French treatise on syphilis Jeanselme has 
a concise article of about forty pages that summarizes this condition; we know 
that he discovered it. He states that in some of the villages in New Guinea 10 
per cent of the natives have lesions of this type. The patient presented has so 
far refused to let us have a biopsy specimen, but I think that we shall be able 
to secure one. She states that the lesions always follow trauma. 

Dr. M. H. Expert: It is interesting to point out that at first these lesions 
were supposed to be due to the spirochetosis of yaws. I think that Jeanselme 
was the first to point out that the lesions may be due also to syphilis. It is 
interesting to note that trauma may be a predisposing cause in the production 
of the nodes. 
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MacuLaR ATROPHY (?). Presented by Dr. THEODORE CoORNBLEET and Dr. 
EarRLE R. PAce. 


Mrs. J. E., a white woman, aged 35, was seen in the outpatient clinic at Cook 
County Hospital with a condition which she stated was first noted nine years 
ago, when she was pregnant. The condition consists of puffy, coin-sized, roughly 
oval lesions the color of normal skin (or slightly paler); they are soft and tone- 
less but are slightly elevated and palpable. The follicles are patulous. The lesions 
are most thickly set in the middorsal region and are strikingly arranged in the 
lines of cleavage. There are smaller and more sparse lesions on the trunk and the 
upper parts of the arms. The eruption is without symptoms and shows no yariation 
except possibly slight pinkness and increased puffiness in the summer. The patient 
believes that there was no redness at the time of onset, although there may have 
been a mild pruritus. No laboratory data are available. 


DISCUSSION 

Dr. S. W. Becker: I am not very familiar with the multiple tumor-like new 
growths of Schweninger and Buzzi, but this eruption differs from others we have 
seen in that the lesions are definitely firm to the touch. They feel as though there 
is perhaps a subcutaneous tumor with atrophy over the lesions. I think that a 
biopsy would prove interesting. 

Dr. F. E. SENEAR: I think that this is an exceedingly interesting case. I 
thought first of multiple benign tumor-like new growths, and was struck by the 
feature that Dr. Becker pointed out; that is, there apparently is an infiltration 
beneath the lesions. None of the lesions has the striking slitlike opening that was 
reported by Dr. Pusey and that occurred in other cases which I have seen. In one 
or two of the lesions, however, there is definite hernial ring formation. I think 
that there is a possibility that this condition may be of the Schweninger-Buzzi type. 
However, the fact that there is a suggestion of a pathologic process beneath the 
lesions indicates that the condition may be Recklinghausen’s disease, although the 
patient shows nothing that can be interpreted as cafe au lait spots. I think that 
the eruption is cutaneous atrophy, and that it can be classified in one of these 
two groups. 

Dr. THEODORE CornBLeet: The lesions, at least to the patient’s knowledge, 
have not changed much since the inception of the disorder nine years ago. She 
thinks that the same plateau-like prominences that the lesions manifest now were 
there nine years ago. There are a few lesions on the shoulders that show slight 
herniation. The features that impress me are that the lesions are so symmetrically 
disposed from the midline and that they follow the lines of cleavage. This arrange- 
ment is not characteristic of macular atrophy. 


PsoRIASIS APPEARING AT THE AGE OF 82 YEARS. Presented by Dr. THEODORE 
CORNBLEET and Dr. Earve R. Pace. 


The purpose of this presentation is to demonstrate the first appearance of 
psoriasis as late in life as the eighth decade. The lesions are dry, scaly plaques 
of dermatitis on the elbows and knees. Avulsion of the scales produces capillary 
hemorrhages. The patient says that he has not had similar lesions on the scalp 
or on any other part of the body on which the lesions of psoriasis are likely to 
develop. The eruption has been present for three months. 


DISCUSSION 


Dr. E. A. OttveR: I have under treatment at present a man, aged 78, who 
had his first attack of psoriasis a few years ago. I have treated several men from 
70 to 80 years of age for this condition. Psoriasis in the aged is therefore probably 
not so uncommon as we believe. 





444 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Dr. E. P. ZE1sLeER: I wish to point out that many persons never look at their 
elbows; they may have psoriasis for years without knowing it. 

Dr. J. H. Mircnett: There was no pitting of the nails in this case. 

Dr. THEODORE CORNBLEET: The patient definitely states that the eruption 
appeared three weeks ago, and it is obvious that there can be no pitting of the 
nails if this is true. I studied the lesions carefully yesterday before making a 
diagnosis and feel certain that the condition is psoriasis. The scales of several 
lesions are definitely those of psoriasis, and the pinpoint hemorrhages which are 
left after the scales are removed are as typical as any I have seen. The lesions 
are dry, they have the scales and the color of psoriasis, and they are in the proper 
locations for that disorder. 


MELANOCARCINOMA. Presented by Dr. M. H. EBert. 


A man, aged 52, stated that he first noticed a dark mole on the medial surface 
of his right heel nineteen years ago. It caused no discomfort and showed no change 
until a few months ago, when it enlarged and became eroded. Since that time 
it has been treated with caustics in other dispensaries. 

Examination showed a coal-black plaque the size of a silver half-dollar in 
the dermis. The surface was somewhat eroded. Extending for 2 cm. medially was 
a bluish-black discoloration deep in the skin. No glandular enlargement was 
palpable. 

DISCUSSION 

Dr. S. W. Becker: I think that the lesion is a malignant melanoma. It 
presents a factor somewhat similar to that in a case we had a few years ago, in 
which a woman, aged 24, had a lesion of seven years’ duration. The lesion was 
brown about the periphery, somewhat like this one, and in the center there was 
an erythematous, granuloma-like protuberance which we thought was a_ non- 


pigmented melanoma or a granuloma. Biopsy showed that the brownish area con- 
tained spindle cells, the so-called melanosarcoma; in the erythematous elevated 
portion the picture was that of nonpigmented melanocarcinoma. As the primary 
lesion showed these two distinct types, we feel that it is no longer logical to divide 
these cases into various types, but simply to call them malignant melanomas. 


Dr. E. A. Oviver: This is a dangerous lesion as it is on the heel, where it 
will be constantly exposed to trauma and irritation. If metastasis has not already 
occurred, irradiation of the lesion and the glands in the groin with filtered radium 
in large doses is the treatment of choice. If surgical excision is attempted, it should 
be done only after preliminary treatment with radium. The prognosis is, I think, 
poor. 

Dr. S. W. BecKER: The lymphatic glands are some distance away, and one 
would have to expose the whole area to radium. I think that surgical treatment, 
if used early, is very effective. The patient is fortunate if metastases have not 
already developed. Radium, when applied to a degree sufficient to produce a 
secondary burn on the skin, may be used once with safety, but any type of therapy 
in this location will be difficult. 

Dr. Davin LieBEeRTHAL: I should like to know what Dr. Becker means by 
surgical treatment. 

Dr. S. W. Becker: I do not think that the kind of surgical treatment makes 
much difference. One has to remove the lesion before metastases occur. If the 
lesion is still localized, it makes little difference how it is removed. 

Dr. Davin LieperTHAL: What method of surgical removal does Dr. Becker 
suggest? Undoubtedly, electrosurgery. I agree with Dr. Oliver, however, that the 
treatment of choice is irradiation with radium in heavy doses. 

Dr. M. H. Expert: I think that we are all agreed that this is an extremely 
malignant type of lesion, and that it is unfortunate that the patient was treated 
with caustics in the different dispensaries. We have refrained from taking a 
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biopsy specimen, for that is dangerous. These tumors metastasize not only by the 
lymph glands but also by the blood stream. As far as treatment is concerned, it 
was my idea to take the patient to the Michael Reese Hospital, where I under- 
stand Dr. Cutler has a radium bomb. A single heavy dose of radium would be 
the best treatment in this case, with irradiation of the glands as well. 


MacuLaR ATrRopnHy (SypuHititic?). Presented by Dr. Max S. WIEN and Dr. 
MINNIE QO. PERLSTEIN. 


E. R., a white man, aged 34, presents an asymptomatic eruption which was dis- 
covered accidently. The eruption is present on the posterior aspect of the trunk, 
with the greatest involvement in the scapular and axillary areas. The lesions 
consist of an irregular, oval, wrinkled type of follicular or pitted atrophy, with 
some tendency to a flaccid type of protrusion of the skin and to a confluence of 
patches to form irregularly shaped plaques. The follicular orifices are accentuated 
in the involved areas. Over the back, the lesions are roughly parallel to each other 
and follow the lines of cleavage of the skin. Similar patches of puffy, atrophic 
lesions are scattered about the elbows, the lower part of the abdomen and the legs; 
these lesions are violaceous. The lesions over the shoulders are definitely coursed 
by fine telangiectatic blood vessels. 

On examination the essential findings in addition to the cutaneous eruption were 
sluggish pupils and sclerosing glossitis of a gummatous character, involving the 
midportion of the left side of the tongue. The Wassermann reaction of the blood 
was +4, and the Kahn reaction, + 2. 

The patient stated that he had a penile lesion eighteen years ago, and that he 
received two intravenous injections at that time, but that he has not received anti- 
syphilitic treatment since then. He had no previous cutaneous eruption. 

Histologic examination revealed marked atrophy of the epidermis, with fragmen- 
tation of the elastic fibers of the corium. 


DISCUSSION 

Dr. M. H. Esert: I think that the type of destruction in the elastic tissues 
in this case is interesting. The section we saw did not show much change in the 
epidermis. There was slight flattening; with the hematoxylin-eosin stain the section 
did not show much change, but with the elastic tissue stain a marked change was 
seen. The network which ordinarily supplies the papillae was present, but it stained 
imperfectly. There was almost complete destruction of the elastic tissue in the 
upper third of the corium. 


T 


Dr. RuBEN NoMLAND: I should like to ask whether any one thinks that the 
macular atrophy in this case marks the site of the original lesions of syphilis. 


Dr. Minnie O. PeristeEIN: When we first saw the patient three weeks ago, 
he presented lesions on the back only. In the three weeks that he has been on the 
ward he has shown a progressive increase of lesions over the abdomen and the 
upper parts of the arms. The atrophy seems to have been preceded by edematous 
violaceous lesions like those now present on the shoulders. 


Gouty Toput. Presented by Dr. B. B. BEESON and Dr. M. H. Eserr. 


A Negress, aged 49, stated that her left middle finger became involved about 
four years ago following an injury. Two years later the right index finger was 
also affected, but without previous trauma. The left middle finger, after it was 
several times its normal size, was amputated (Oct. 6, 1932). The pathologic report 
on the tissue indicated that the lesion was of a rheumatoid nature. The terminal 
phalanx of the right index finger showed a fusiform swelling similar to that of the 
amputated digit, only not so large. On both surfaces it showed a number of large, 
yellowish-brown points varying in size from that of a pinhead to that of a pea, and 
it was firm and tender to pressure. On Jan. 11, 1933, one of the yellowish-white 
points was incised, and the contents were found to consist of colorless, needle-like 
crystals which Dr. Richard Jaffe identified as uric acid crystals. 
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On January 17, chemical examination of the blood showed: urea nitrogen, 
54 mg.; uric acid, 6.60 mg., and creatinine, 4.25 mg., which confirmed the diagnosis 
of gout. 

Over the right elbow there is a dime-sized, firm, freely movable mass. The 
leit knee shows a lateral and symmetrical swelling. Over the dorsum of the left 
foot is an elastic, globular, peanut-sized mass. 

As the patient complained of pain along the right tibia, a roentgenogram was 
made on January 25, and evidence of chronic osteomyelitis of the middle third 
was found. 


DISCUSSION 


Dr. THEODORE CORNBLEET: On examination, it was found that the general 
nitrogenous elements in the blood were increased. The uric acid increment was 
increased, as in gout, and the urea nitrogen and nonprotein nitrogen were likewise 
increased. It is interesting to speculate as to whether or not a general nitrogenous 
accumulation, as, for instance, that following nephritis, might give rise to such an 
entity. 

Dr. RusEN NOMLAND: The development of tophi is a late manifestation of 
gout which usually has been present for several years. The development in this 
patient is rather atypical, but perfectly compatible. Commonly the elbows and ears 
are also affected. There is not necessarily an elevation of the uric acid at any 
given time, but it can often be demonstrated. I think that there is no question 
that a gouty type of nephritis that is something of a clinical entity exists, and 
that those who have gout are more likely to have renal stones. 

Dr. THEODORE CORNBLEET: There is a note in the history that Actinomyces 
were found in some of the lesions, but Dr. Beeson feels, after examining the case 
carefully, that these were artefacts. I wonder whether or not the presence of such 
organisms would determine the location of the tophi. 

Dr. B. B. BEEsoN: The patient was in the orthopedic department for several 
months before being sent to us, so we are not responsible for the findings. The 


uric acid crystals were found in the index finger and were seen by Dr. Jaffe, whose 
word I think we can accept without question. 


Mycosis FuncorpeEs. Presented by Dr. F. E. SENEAR and Dr. M. R. Caro. 


A white man, aged 78, presents on the body and the extremities many circum- 
scribed, ovoid and kidney-shaped, violaceous red patches, the size of a palm and 
larger, and covered with a fine, dry scale. Several smaller lesions on the face are 
elevated and infiltrated, especially the one above the right eye. On the back of the 
neck and on the extensor surface of the left forearm are two circumscribed, 
brownish-red, firm tumors the size of an egg. The eruption began about five years 
ago in the form of red patches which were very pruritic. The tumors on the neck 
and the forearm appeared several months ago. 

Examination of the blood showed 75 per cent hemoglobin, 4,654,000 erythrocytes 
and 8,900 leukocytes, of which 50 per cent were polymorphonuclears, 6 per cent large 
mononuclear celis and 44 per cent lymphocytes. Urinalysis showed 2+ albumin. 

Histologic examination of a specimen taken for biopsy from the tumor on the 
neck showed that the epidermis was acanthotic and covered in part with a thin, 
parakeratotic scale and in part by a small, thin crust. Throughout the corium there 
was dense infiltration containing many types of cells. Epithelioid cells predominated, 
many being large and having kidney-shaped pale nuclei. There were also many 
plasma cells and lymphocytes, a few eosinophils and many mitotic figures. Thick 
mantles of a similar infiltration extended more deeply about the blood vessels. A 
biopsy specimen taken from a premycotic lesion showed the same changes to a 
less marked degree. 

DISCUSSION 


Dr. Davip LreEBERTHAL: This is an interesting and at the same time typical 
case. When examined at a little distance, the plaques resemble parapsoriasis en 
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plaque, and this explains why some cases of this type of psoriasis may have been 
mistaken for mycosis fungoides. I am not original in calling attention to this 
fact, yet I think that it is worth mentioning. 

Dr. OviveR S. OrmsBy: The patient proves that such a disease as mycosis 
fungoides exists; this is contrary to the views of some of our colleagues who 
doubt its existence as an entity. Another point of interest in this case is that the 
histologic observations in the tumor are much like those in the early lesions. The 
early lesions are those that the histologists say are nonsyphilitic and do not indicate 
mycosis fungoides; they say that it is impossible to make a histologic diagnosis 
at this stage. 

As to parapsoriasis, several years ago we reported what we considered a case. 
The patient went to Paris and saw Brocq, who confirmed the diagnosis of para- 
psoriasis. Several years later plaques and tumors of mycosis fungoides developed. 
Several cases similar to this are now on record. 
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A Case For DIAGNOSIS (PENILE LESION ASSOCIATED WITH TUBERCULOSIS OF 
THE TEstTis). Presented by Dr. FRED Wise for Dr. J. H. Harris. 


A bookkeeper, aged 44, first noticed swelling of the right testis five years ago. 
The testis was removed on July 1, 1928; microscopic examination revealed tuber- 
culosis. The operation was soon followed by swelling of the left testis, which was 
also tuberculous. Dr. Keyes curetted the epididymis of the left testis. Then the 
patient noticed a lesion on the left hip and one on the upper lip. Biopsy of the 
lesion on the lip proved the condition to be tuberculosis; the lesion on the left 
hip was one of tuberculosis cutis. The patient also had a small lesion on the 
forehead, which was removed by Dr. Harris by desiccation. Roentgen examination 
of the lungs showed healed foci of tuberculosis. The patient’s father had died of 
tuberculosis at the age of 31. 

The patient shows a discoid patch, the size of a quarter, on the dorsal surface 
of the shaft of the penis. It is bright red and has faintly elevated edges, which 
are dry and slightly indurated. There is no itching. The lesion has existed for 
a month and resembles tinea. There are scars of previous lesions on the left hip, 
the right side of the upper lip and the middle of the forehead. Dr. Harris treated 
the penile lesion with three exposures of roentgen rays but without benefit. An 
attempt will be made to obtain material for microscopic examination. 


SUBSEQUENT NotTE.—Microscopic examination revealed tuberculosis cutis. 


DISCUSSION 

Dr. H. J. ScHwartz: The lesion on the penis has been there a very short time 
for tuberculosis, but that seems to be the most likely diagnosis. 

Dr. J. E. Lane: The lesion is rather scaly for tuberculosis, but in view of 
the other evidently tuberculous lesions, it is probably of the same class. 

Dr. W. J. Hicuman: I cannot be arbitrary. The patient has tuberculosis 
and this lesion may be tuberculous, but objectively it looks like psoriasis. I under- 
stand that histologic studies have been made. 
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Dr. J. F. Fraser: My impression is that the lesion is not tuberculous; it 
resembles psoriasis. It is impossible to make a diagnosis from the gross appearance 


ALOPECIA CICATRISATA. Presented by Dr. Paut E. BEcHET. 


A girl, aged 19, stated that for an indefinite number of years she noticed small 
areas of alopecia on the scalp which were unaccompanied by any inflammatory 
reaction. Examination revealed characteristic round, oval or irregularly shaped 
ivory-white areas of alopecia. There was not the slightest evidence of folliculitis. 
The patches were atrophic and were entirely denuded. The surface was soft, thin 
and translucent and suggested the characteristic onion skin. Despite the usual 
unfavorable prognosis and the absence of a verified etiologic factor, the patient 
is exhibited for the purpose of inviting discussion as to the etiology and treatment 
of this stubborn disease. 

Studies of the blood showed: hemoglobin, 104 per cent; red cells, 5,160,000, and 
white cells, 12,850. <A differential count gave: polymorphonuclears, 50 per cent: 
lymphocytes, 49 per cent, and eosinophils, 1 per cent. Chemical examination of the 
blood showed: cholesterol, 177 mg. per hundred cubic centimeters; sugar, 105 mg., 
and calcium, 13.4 mg. The Wassermann test gave negative results with antigens ot 
alcohol and cholesterol. The basal metabolic rate was 8 +. 


DISCUSSION 


Dr. Howarp Fox: I agree with the diagnosis. According to my experience 
many patients with this disease never show any evidence of folliculitis. I have 
never seen a patient in whom, in my opinion, the condition was benefited in the 
slightest by any treatment whatsoever. I should like to know whether the other 
members share my views. 

Dr. EuGene F. Traus: Several years ago I presented beiore this Society 
a patient with folliculitis decalvans who had an eruption on the body suggesting 


lichen spinulosis. Some of the members agreed with that diagnosis, and the case 
was subsequently reported as such. Graham-Little, who has recently reported a 
number of such cases, sent me a reprint stating that he now believes that these 
cases are really cases of lichen planus with rare atrophic lesions on the scalp. 

Dr. BINFORD THRONE: I had one patient with lichen planus whom I treated 
for some time. Several years later spots of cicatricial tissue developed on the scalp, 
accompanied by loss of hair, but there was no sign of folliculitis. 

Dr. C. M. Wiiirams: One of the most difficult probiems in medicine is t 
determine whether in a certain case treatment has been of benefit, and in cases 
such as this one, it is even more difficult. 

Dr. Paut E. Becuet: I looked up Brocq’s original article. He stated that 
he had never seen a patient with this condition get well either spontaneously or 
with any type of treatment. He said that the disease has a tendency to progress, 
but never involves the entire scalp, and that it has remissions, but complete 
baldness never occurs. 


Curonic LymMpHancitis Due To TINEA. Presented by Dr. EvGene F. Trav 


An unmarried man, aged 32, born in the United States and employed in the 
Department of Labor, has had a disease of the skin for about a year and a half 
The patient gave a history of having had a dry scaling and macerated eruption 
between and about the toes for a number of years. There has been neither an) 
formation of vesicles or pustules nor any infection, so far as the patient can 
remember. In the fall of 1931 a number of inflammatory nodular lesions appeared 
on the left leg. It was difficult to determine whether these lesions were associated 
with the veins or the lymphatics. After persisting for a number of months they 
gradually disappeared with treatment which consisted in keeping the leg elevated 
and the application of heat. In the fall of 1932 the patient again had an eruption 
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involving the legs; this time the right leg was chiefly affected. While the patient 
was under observation, a small area of eruption on the middle third of the right 
leg began to spread upward to involve a band measuring about 2 inches (about 
5.08 cm.) in breadth extending from this point nearly to the groin. Althoug! 
there was local heat in the leg, there was no general elevation of temperature 
The condition resembled acute lymphangitis in every respect. Because of the 
severity of the attack the patient was advised to refrain from using his leg, which 
he has done for the past two weeks, with the result that the swelling has almost 
entirely disappeared; only a slight redness remains at the original site of the 
eruption and on one or two areas about the feet. 

No mycelium was found on repeated examinations, but a number of biopsy 
specimens showed mosaic forms. Examination of specimens of the toe-nail gave 
negative findings, as did other laboratory examinations. However, the patient gave 
a strongly positive reaction to the trichophyton test. 


DISCUSSION 


Dr. Howarp Fox: I agree that the lymphangitis is related to the eruption on 
the feet, but is it proved that the infection is mycotic and not bacterial ? 

Dr. Paut E. Becuet: I treated a patient with an analogous condition. He 
had severe lymphangitis and spent about four weeks in the hospital. The condition 
was sufficiently severe to warrant multiple incisions; it was probably due to a 
secondary pustular infection, yet the dermatophytosis on the feet was not frankly 
pustular. 

Dr. H. H. Wuitenouse: Whether the lymphangitis is due to a bacterial or 
a fungus infection will be revealed by further investigations. 

Dr. C. M. WititAMs: This is an interesting case. There is no proof that 
that condition is not due to a fungus, but bacterial invasion usually causes a more 
acute process. It is characteristic of lymphangitis of fungus origin in that it is 


subject to remission. I have seen a patient in whom lymphangitis and cellulitis 
were more severe than in this patient; there was fever, which disappeared after a 
day or two. After several examinations fungus was discovered in the vesicles on 
the patient’s sole. His physician has since reported to me that, so far as he knows, 
there has been no return of lymphangitis since the treatment of the tinea pedis. 
The fact that the inflammation, which is apparently very acute, subsides rapidly 
is in favor of a mycotic rather than a bacterial infection. 


Dr. J. E. Lane: I agree with Dr. Williams. I see no visible sign of bacterial 
infection. I have seen patients with a similar involvement of the lymphatics, and 
in a few instances in which the local infection was more severe there has been 
decided lymphadenitis with a slight elevation of temperature. The elevation of 
temperature is much less marked and less prolonged than in any type of bacterial 
infection. My impression is that the entire picture is the result of fungus infection. 

Dr. C. M. Wiciiams: In the case that I reported the eruption on the foot 
was very slight, and careful search was required to find the fungus. 

Dr. EuGENE F. Traus: I took the patient to the laboratory for the purpose 
of having a blood culture made, but the pathologists thought that there was little 
hope of getting a growth. The patient was unwilling to have an excision done, 
although I assured him that this was the only means of establishing an exact 
diagnosis. At no time since I have seen him—and this is concurred in by the 
history—have any vesicular or pustular lesions been present on the foot. As was 
stated in the history, a true mycelium was not found. The patient gave a strongly 
positive reaction to the trichophyton test, and trichophytin has been used for treat- 
ment. An interesting and unusual feature of the case is the manner in which the 
lesions appear now in one location and now in another and disappear as soon as 
the patient stays off his feet and applies heat. When the patient was seen in con- 
sultation with a surgeon at the time the lymphangitis was the worst, the surgeon 
thought that the condition was serious and that the patient should be hospitalized. 
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Such conditions are no doubt serious, but not in the sense the surgeon had in mind, 
because they run a chronic course, and the acute exacerbations are not like those of 
an acute infection. 


URTICARIA PIGMENTOSA BEGINNING IN AN ADULT. Presented by Dr. Frep 
WISE. 


Miss P. B., aged 19, first appeared at the clinic for diseases of the skin of the 
New York Post-Graduate Medical School and Hospital on Jan. 31, 1933, because 
of an eruption of two years’ duration. Her general health was normal. Scattered 
over the trunk and extremities and most marked on the chest, forearms and thighs 
were several hundred papules and macules ranging in diameter from that of a 
barley-corn to that of a lentil. They were in various stages of involution, some 
being pale yellow, others pink and still others dark red. There was moderate 
infiltration. The surface of the lesions was smooth and was free from scales. 
There was no concomitant urticaria factitia, and rubbing of the lesions did not 
cause wheals. Histologic examination of one of the papules confirmed the clinica! 
diagnosis of urticaria pigmentosa. 


DISCUSSION 

Dr. Howarp Fox: I think that all must agree with the diagnosis. 

Dr. Frank C. Comses: I agree with the diagnosis. 

Dr. C. M. Witttams: Even though the lesions do not become elevated on 
friction in this case, I think that the condition is urticaria pigmentosa. The 
absence of this reaction is common in adults, although the fact is not mentioned in 
most textbooks. 

Dr. W. J. Hicguman: Hartzell, in 1915, published the most important paper 
on this subject in the American literature. He showed that the number of mast 
cells in lesions of urticaria pigmentosa vary according to the stage of development 
of the lesions, and he emphasized that the absence of mast cells does not exclude 
the condition, giving reasons. 


Pityriasis RuBRA PILARIS IN A MAN WITH LATENT SypuHitis. Presented by 
Dr. Frep WISE. 


C. M., a man, aged 55, a native of Hungary, was shown before the Manhattan 
Dermatologic Society by Dr. Max Scheer, on Feb. 14, 1933. He first applied 
for treatment at the clinic for diseases of the skin of the New York Post-Graduate 
Medical School and Hospital on Dec. 29, 1932, because of an eruption of one year’s 
duration. His general health was said to be good. With the exception of parts 
of the upper portion of the chest and back, almost the entire surface of the body 
was affected by the eruption. The skin on the hands and feet was thickened, 
leathery and hyperkeratotic; the trunk and extremities were covered by a scaling, 
dusky red, diffuse type of dermatitis resembling the erythrodermia of psoriasis 
totalis; on various scattered areas of the trunk were evidences of follicular 
excrescences which had coalesced to form diffuse uniform plaques. On the sides of 
the neck and on the arms, forearms, thighs and legs typical follicular hyperkeratosis 
was manifest, although there were no well defined dark follicular plugs on the 
dorsa of the phalanges. On the upper part of the chest and on portions of the 
neck and arms were conspicuous islands of unaffected skin. The mucosae were 
unaffected. . 

A routine Wassermann test disclosed a four plus reaction. The patient stated 
that thirty years previously he had a penile sore, but he was unaware of having 
had syphilis. Physical examination revealed no abnormalities aside from the 
disease of the skin. 

After six injections of small doses of neoarsphenamine and bismuth the eruption 
has greatly improved. 
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DISCUSSION 

Dr. C. M. Wittrams: Dr. Wise asked whether it is advisable to continue 
antisyphilitic treatment when it makes the patient worse. If I were this patient, 
| should prefer to have latent syphilis rather than run the risk of arsenical dermatitis. 
| should stop treatment with both arsenic and bismuth. 

Dr. BINFORD THRONE: I agree with Dr. Williams in regard to the treatment. 
I should give no heavy metal. In a patient treated two years ago at the New York 
Skin and Cancer Hospital an appreciable amount of lead was found. The patient 
was a gardener and worked in one of the city parks; he was using arsenate 
of lead as a spray. He recovered when the lead was eliminated. Of course, the 
evidence in one case is not conclusive. If arsenic or any other heavy metal is 
given to this patient it will only exaggerate the condition. 

Dr. Howarp Fox: The results in Dr. Throne’s single case prove nothing. 
That is especially true in a disease like this which runs such a capricious course. 
In one extensive and well known case in a patient who was under my father’s 
observation for many years a complete remission occurred for fourteen years, during 
which time the patient lived at the seashore. 

Dr. BINFORD THRONE: I said that I had examined only one case; of course, 
the results in this single case cannot be considered conclusive. If Dr. Wise will 
read the report by Dr. Karl Ullmann in the transactions of the International 
Dermatological Congress held at Copenhagen, entitled “Neues tiber das As- 
Carcinom,” I am sure that he will hesitate before using arsenic in a case of 
this type. 

Dr. Howarp Fox: I thought that the question of the identity of the disease 
described by Kaposi as lichen ruber acuminatus and by Besnier as pityriasis rubra 
pilaris was practically settled at the International Dermatological Congress held 
at Paris in 1889. 

Dr. C. M. Wittiams: I did not mean to suggest that this disease was due to 
arsenic or a metal, but that if treatment with these agents makes the eruption 
worse it would be dangerous to continue it. What Dr. Wise said about observing 
a patient who was cured by treatment with thyroid extract may be connected with 
the report that such conditions improve when the patient lives by the seashore. 
People who live by the seashore, where there is no deficiency of iodine in the food, 
seldom suffer from thyroid deficiency. 


PARAPSORIASIS VARIOLIFORMIS. Presented by Dr. Eucene F. Travup. 


M. K., an unmarried woman, 23 years of age, born in the United States, has a 
generalized eruption of six weeks’ duration, which largely covers the trunk, but 
there are a great many lesions on the extremities also, particularly on the flexor 
surfaces of the arms and on the thighs. The lesions started as macules which soon 
became papular and, in some areas, purpuric. The older lesions are covered with a 
scale. In the differential diagnosis pityriasis rosea and an acute type of psoriasis 
were considered. 


DISCUSSION 

Dr. FrED Wise: From the present clinical indications I should say that the 
condition is pityriasis lichenoides chronica. I do not think that it is the varioliform 
type, for there are no typical lesions. I should call it the Juliusberg type of 
parapsoriasis. 

Dr. J. E. Lane: I agree with Dr. Wise. 

Dr. BINFORD THRONE: I should call the condition parapsoriasis guttata. 

Dr. Eucene F. Traus: It may not be wise to speculate on the outcome in 
this case. However, there are certain clinical features which lead me to believe 
that the case is one of the acute type of parapsoriasis rather than of the chronic 
persistent variety. I have followed a number of cases analogous to this; they have 
all cleared up eventually, with only one exception. In each case the microscopic 
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picture was that of typical parapsoriasis. According to the report made by the 
laboratory on the section removed for examination in this case, microscopic observa- 
tion showed a succession of small vesicles. This fact may help to substantiate the 
diagnosis of the varioliform type of parapsoriasis. 


GRANULOMA ANNULARE. Presented by Dr. EUGENE F. TRavs. 


A schoolboy, 11 years of age, born in the United States, came to the Stuyvesant 
Square Hospital because of a number of typical annular lesions on the dorsa of 
the hands. The eruption consists of typical papules which have coalesced to form 
circles of various sizes on the dorsa of the hands, about the fingers of the right 
hand and on the upper part of the right arm. The only unusual feature of the 
eruption is the fact that deep nodules are present in several areas in conjunction 
with the lesions of the skin. The patient has received a full skin unit of unfiltered 
roentgen rays with marked improvement. The diagnosis was confirmed by a biopsy 
section. The Wassermann reaction was negative. 

Therapeutic suggestions are requested. 


DISCUSSION 

Dr. HowarpD Fox: I should suggest further roentgen treatment, especially as 
there has been some improvement. In my experience a greater amount of roentgen 
rays than was given is usually required in cases of this type. 

Dr. GEeorGE M. MacKee: One roentgen treatment caused considerable 
improvement. More than a month has elapsed since the treatment, and the lesion 
is no longer improving. I think that it is safe to give another treatment of the 
same quantity and quality, and I advise so doing. 

Dr. EuGene F. Traus: The patient received one full skin unit of roentgen 
rays about six or seven weeks ago, and although there has been considerable 
improvement in the lesions which were treated, the two annular lesions on the arm 
have improved to an even greater degree during the same period, although they 
were untreated. The reason I asked for therapeutic suggestions was because in my 
experience patients with this condition always show an initial improvement after 
from one to two doses of roentgen rays; then a stage is reached in which the 
process remains stationary or slides back, and subsequently the patients do not 
usually do well with roentgen treatment. It is possible that another dose may 
cause complete disappearance of the eruption in a patient so young. 


ERYTHEMA ANNULARE CENTRIFUGUM. Presented by Dr. BINFoRD THRONE. 


M. L., a Jewish man, aged 49, has maculopapules on the trunk and limbs, which 
have spread centrifugally and have formed annular lesions with a rather hard 
elevated border. In some of the lesions there has been a resolution of part of the 
border, leaving segments of circles. There is practically no pruritus. The reaction 
to a test of the skin with a streptococcus filtrate, as recommended by Reymond 
(Ann. de dermat. et syph. 3:881 [Oct.] 1932), was three plus. A complement fixa- 
tion test of the blood for streptococcic infection gave negative findings. A diagnosis 
of erythema annulare centrifugum was made. 

Barber and Forman (Brit. J. Dermat. 45:4 [Jan.] 1933) reported good results 
in several patients with this disorder from intradermal injections of a vaccine con- 
taining 10,000,000 hemolytic streptococci and 10,000,000 Streptococci viridans. This 
method of treatment will be tried in this case. 


DISCUSSION 
Dr. Howarp Fox: I agree with the diagnosis. The case is a typical one. 
Dr. EvGene F. Travus: I tried vaccine therapy in a case similar to this one. 
Although the condition did not entirely clear up, this treatment caused the first 
relief and improvement the patient had experienced. 
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Dr. C. M. Wituiams: I am interested in the method of treatment. As this 
eruption is apparently toxic and looks like bacteremia the method has a good 
theoretical basis. 

Dr. BINFORD THRONE: I have never before used this treatment for a condi- 
tion of this type, but other methods have proved of no avail. It cannot harm the 
patient, and it is being tried to see whether it is of any value in this condition. 

Dr. R. H. Ruttson: A man with a pustular lesion on the cheek was shown 
several months ago, and I do not think that a diagnosis was made. The condition 
was thought to be lupus erythematosus. Examination of pus showed Streptococcus 
haemolyticus, and an autogenous vaccine was used. Dr. Schwartz believes that the 
condition has improved markedly. The diagnosis now favored is circumscribed 
pyoderma. 

Dr. FreEp Wise: I should like to know what has appeared in the literature 
in regard to the etiology of this disease. 

Dr. BINFORD THRONE: The etiology is unknown. I have read nearly every- 
thing that has been written on the subject, but have found no definite information 
as to the causation. 

Dr. Paut E. Becuet: Has any one suggestions as to the therapeutic effects 
of roentgen rays on this condition? I recently treated a patient with a severe case 
of erythema annulare centrifugum with roentgen rays. The lesions had been present 
for three years. I gave a fourth of a skin unit of unfiltered rays once a week for 
five weeks; the lesions have disappeared entirely. 

Dr. Binrorp THRONE: The patient says that he had irradiation with ultra- 
violet rays from the Alpine lamp, which caused the lesions to disappear temporarily. 


HERPES ZOSTER WITH A GENERALIZED VESICULAR LEsION. Presented by Dr. 
FRANK C. CoMBEs. 


E. L., a man, aged 61, has a generalized vesicular eruption of six days’ duration, 
which appeared at the same time as zoster. The latter is located along the dis- 
tribution of the supra-orbital nerve on the left side; it is quite severe. Over the 
trunk is a sparse eruption of superficial vesicopustules with no inflammatory areolae. 
Some are umbilicated, and a few are crusted. Their appearance suggests varicella. 


DISCUSSION 

Dr. C. M. WiLtiams: The patient has zoster of the face, but I see no reason 
for considering the other lesions zoster. If you saw the patient with his face 
concealed, you would say that he had mild superficial folliculitis. Why assume 
that the folliculitis has anything to do with the zoster? 

Dr. W. J. HicgHMAN: I have seen a few cases of this type. A few years ago 
at the Mount Sinai Hospital there were three or four cases of disseminated eruption 
associated with zoster. This is what seems to be meant by the condition that is 
called disseminated or generalized zoster in the literature. As Dr. Williams pointed 
out, there is no evidence that the lesions are distinctly related to the lesions of 
zoster except that they occur at the same time. 

Dr. EuGENE F. Traus: I am very much interested in this case because several 
years ago I reported a number of typical cases. Apparently there is a distinct 
sequence of events in most of the cases recorded: An acute attack of zoster 
frequently involves the head and neck; this is followed after an interval of from 
three to five days by an eruption on the body which is clinically indistinguishable 
from varicella. Frequently the patient has never had varicella. While the lesions 
on the body in the case presented are suggestive, they certainly are not typical 
lesions of varicella. They have no inflammatory areolae, but consist of central 
pustules rather than vesicles, and in some there is a suggestion that the lesions are 
follicular pustules. The patient has been taking a tonic for the blood—Atwood’s 
Bitters—for some time; it is possible that this drug may account for the eruption 
on the body. 
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Dr. Howarp Fox: It is well known that on rare occasions zoster is accom- 
panied by so-called aberrant vesicles which are more or less generalized, many oi 
which resemble the lesions of varicella. Unlike zoster, these aberrant vesicles are 
not limited to one side of the body. As they appear about the same time as the 
zoster it is not unreasonable to suppose that they have the same causation. The 
relationship of zoster to varicella, however, cannot be definitely proved until the 
causative organism is known. 


. 

Dr. Paut E. Becuet: This patient has an unusually extensive pustular infection 
in the lesions of zoster; in fact, it is so severe that the area affected presents al! 
the objective symptoms of severe cellulitis. It is my opinion that the lesions on 
the trunk are simple pustules caused by the spread of the infection from the face 
to the general surface of the body by auto-inoculation or by simple contiguity of 
surface. 

Dr. BInroRD THRONE: I think that Dr. Traub’s point is well taken. The 
lesions on the body are neither chickenpox nor zoster. Possibly the iodine content 
of something the patient has taken may have had some influence in producing the 
eruption. 

Dr. H. H. Wuitrenovuse: I agree with Dr. Throne’s and Dr. Bechet’s inter- 
pretation of the case. 

Dr. R. H. Ruttson: I think that the patient has severe zoster and a toxic 
eruption on the body. 

Dr. GEorGE M. MacKeEe: Generalized vesicular eruptions occurring in cases 
of zoster have led to considerable controversy. Some investigators think that 
such eruptions are varicella; others, that the same antigen may cause both condi- 
tions, and still others, that zoster may be generalized. The generalized eruption 
in this patient is pustular rather than vesicular, and it is more acneform than 
varicelliform. While it may be a part of the zoster, it certainly is not varicella. 
The generalized eruption occurred simultaneously with the zoster, whereas, to con- 
form with reports in the literature, it should have occurred a few days after the 
appearance of the zoster. One must consider the possibility of bromine or iodine 
as a cause for the generalized eruption. 

Dr. Frank C. Comses: I saw the patient today for the first time at the clinic 
of the New York University and Bellevue Hospital, and my study of the case 
has therefore been rather brief. I appreciate all the suggestions that have been 
made and the differences of opinion regarding the diagnosis as presented. 

I recall having seen only one other case of a distinct and generalized vesicular 
eruption accompanying zoster and that was similar to the one presented. The 
vesicles in that case and in the one presented are not of the same type as the 
lesions of zoster but are more superficial. The question of the time of the appear- 
ance of the generalized eruption has been brought up. The patient states positively 
that he had never before had any eruption on his body and that this eruption 
appeared about the day after the appearance of the zoster. He has had the latter 
condition for about six days. 

Some of those present have suggested that the eruption may be toxic. I agree: 
but I think that the toxin is related to the zoster. The suggesion has also been 
made that it might be iododerma. I do not know the contents of Atwood’s Bitters. 
The patient says that he has been taking them every winter for his appetite. The 
lesions are not those of typical iodine acne; they are too superficial and too dis- 
seminated and are not in the usual locations. They are not follicular; they occur 
independently of the follicles, and they are in various stages of development. There 
are no true vesicles, but there are vesicopustules without inflammatory areolae, as 
well as umbilicated and crusted lesions. 

A question as to the cause of herpes zoster has been raised. I believe that the 
cause is manifold. It may be traumatic or toxic. There is evidently some rela- 
tionship between the toxin that produces this condition and the toxin that i 
responsible for varicella and anterior poliomyelitis. 
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Dr. J. E. LANE: I have seen only one case of the aberrant type of herpes 
zoster and one case of the generalized type. In each of these the isolated vesicles, 
or the vesicles at a distance from the original eruption, were as typical of herpes 
zoster as those in the original lesion. The aberrant lesions in this case do not 
seem to me to resemble in the least the lesions of herpes zoster. 


A CasE FoR DtaGNosis (Mycosis FuNGorpEs?). Presented by Dr. Paut E. 
BECHET. 


A woman, aged 35, stated that she had an eruption six years ago. The lesions 
appeared in locations similar to those of the present lesions, and the morphology 
was also similar. The histopathologic report at that time was seborrheic dermatitis. 
The lesions slowly increased until the patient received six one-fourth skin units of 
roentgen rays at the hospital, between Feb. 11, 1930, and Sept. 9, 1931. The results 
were excellent; the eruption practically disappeared. After one year it recurred in 
exactly the same locations. A recent biopsy confirmed the diagnosis of mycosis 
fungoides, which, because of peculiar atypical features in the case, is still offered 
tentatively. 

The patient has a typical weeping, sharply outlined patch of eczematoid derma- 
titis about 10 mm. in diameter on the right orbicular region. On the right side of 
the chest is a raised, slightly red, rather softly infiltrated, serpiginous patch. On 
the abdomen and the buttocks are reddened infiltrated areas suggestive of healing 
furuncles. In recapitulation, the patient has a typical eczematoid weeping patch 
on the right orbicular region, a serpiginous patch suggestive of urticaria and 
several patches slightly resembling healing furuncles. She complains of itching, yet 
no scratch marks are discernible. The diagnosis of mycosis fungoides appears to 
be the most tenable, despite the anomalies of the lesions. 


DISCUSSION 


Dr. C. M. Wittiams: The patient was presented before this Society in 
February, 1930. The eruption first appeared in 1927 over the right eye. It dis- 
appeared but reappeared with pregnancy in 1929. When the patient was presented 
three years ago almost the entire face, as well as both breasts and the left flank, 
was involved. She was treated with roentgen rays; between Feb. 4 and March 15, 
1930, a solution of potassium arsenite was given, beginning with 3 drops (0.18 cc.) 
three times a day, and increasing the dose to 10 drops (0.61 cc.). Injections of 
sodium cacodylate were given three times a week, beginning with 2 cc., and increas- 
ing the dose to 5 cc. In May, 1930, arsenical neuritis developed in both forearms 
and both legs. The patient was incapacitated until September, when she began 
to walk again; the neuritis gradually disappeared thereafter. Meanwhile the erup- 
tion had practically disappeared, and that year a healthy child was born. In 
February, 1931, there was a recurrence of the eruption over the right eye and on 
the right breast, for which the patient received roentgen treatment, with great benefit. 

The eruption now present is of the same general character as the previous 
eruptions, but is much less extensive than in some of the former outbreaks. The 
outer border of the patch surrounding the right eye shows a characteristic crescentic 
thickening. There are also small spots on the right wall of the chest. The enlarge- 
ment of the node in front of the right ear is a feature not noticed before. The 
case is interesting for two reasons: first, because of the unusual character and 
distribution of the lesions and, second, because of the response to treatment, which 
enabled the patient to bear a healthy child three years after the onset of the 
disease. It is impossible to predict how long the favorable response to treatment 
will persist. The appearance of an enlarged node is not auspicious. 


SARCOID AND Lupus MILtiaARiIs FAciEI IN A NEGRO. Presented by Dr. FRED 
WISsE. 


W. F., a Negro, aged 26, a native of the West Indies, stated that he first 
noticed the disorder of the skin about a year ago. When he applied for treatment 
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at the clinic for diseases of the skin of the New York Post-Graduate Medical 
School and Hospital on Feb. 11, 1933, his skin presented lesions of two types: 
first, round, flat and dome-topped papules the size of a lentil, with slight scaling, 
which were scattered diffusely about the eyes, the external nares and the mouth, 
over the nape of the neck, on the bearded region and on the scrotum, which was 
almost completely covered by the papules, and, second, subcutaneous nodules ranging 
in size from that of a pea to that of a cherry, which were scattered over the arms, 
legs and thighs and numbered probably 200. These nodules were freely movable 
and were painless; there was no tendency to break down. 

Roentgen examination of the lungs revealed a lymphoid mottling consisting of 
nodules the size of lentils which, it was suggested, may be considered as a char- 
acteristic but not pronounced change of the sarcoid type. The hilus was greatly 
enlarged, and there was a large shadow in the substernal region which the roentgen- 
ologist interpreted as a large persistent thymus. Some of the phalanges of the 
fingers showed lightening of the shadows in the intercondylar regions but no typical 
osteitis tuberculosa cystica of Jiingling. The Wassermann test of the blood was 
negative. The tuberculin test gave positive results in a dilution of 1:5,000. A 
histologic section taken from a lesion on the neck showed a sarcoid structure with 
naked epithelioid tubercles. A section taken from a subcutaneous lesion showed a 
banal type of inflammation with numerous giant cells. 


DISCUSSION 
Dr. E. R. Maroney: I believe that this case is one of generalized tuberculosis 
of the skin with lesions of the Darier-Roussy type of sarcoid and miliary lupus. 
Such cases are seen occasionally and are not altogether rare. 
Dr. J. F. Fraser: I agree with Dr. Maloney. 


PARAPSORIASIS. Presented by Dr. Hans J. SCHWARTZ. 


J. F., a youth, aged 17, from the New York Hospital, first noticed an eruption 
on his chest one year ago. It gradually spread peripherally to the extremities 
and face. He has used several ointments without any improvement. Itching has 
been absent or slight. Scaling has been profuse. During the summer all areas 
exposed to the sun have cleared up; the areas not so exposed have remained 
unchanged. The eruption consists of papular, scaly, erythematous lesions, which 
are most marked on the ankles, wrists and lower part of the arms. There are 
also lesions on the palms and soles. On the extensor surfaces of the legs the 
skin appears ichthyotic. There is a diffuse branny scaling over the entire body. 
There are no lesions in the mouth. 

Wassermann tests gave negative results. Biopsy tended to confirm the diagnosis 
ot parapsoriasis. 

DISCUSSION 

Dr. C. M. Wittiams: I think that the eruption is psoriasis. The feature that 
interested me was the association with ichthyosis, which, I think, is responsible for 
most of the thickening on the leg. Ichthyosis will affect the character of any erup- 
tion which is superimposed on it. In some cases of tinea pedis, for instance, the 
skin of the foot becomes very thick and leathery. In a series of such cases, the 
diagnosis being confirmed by microscopic observation, evidence of ichthyosis was 
found on other parts of the body. 

Dr. J. F. Fraser: Psoriasis, parapsoriasis and lichen planus have been con- 
sidered. I could not make a diagnosis from the microscopic sections. 

Dr. Howarp Fox: This extraordinary case does not suggest parapsoriasis 
clinically. It suggests lichen planus on superficial examination. That disease, 
however, should be excluded, I think, because the color of the eruption is not dis- 
tinctly violaceous, there is no itching, there are no lesions in the mouth, and the 
histologic picture is not that of lichen planus. I am unable to make a diagnosis. 
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Dr. W. J. HiGHMAN: Histologically, the lesion does not look like lichen planus 
or parapsoriasis. I do not know what it is, but I should suggest that a series of 
biopsies be performed, if possible, and that specimens be taken from different types 
of lesions for more careful study. 

Dr. EuGene F. Traus: The history that I received was that while the 
patient was staying at the beach last year the eruption largely disappeared on 
exposure to the sun. This would be opposed to the diagnosis of parapsoriasis. 
There are several other features present which are unusual in parapsoriasis, one 
being the eruption involving the shaft of the penis and the glans. Another unusual 
area of involvement is the plantar surface. I have never seen parapsoriasis in 
either of these locations, though such involvement may, no doubt, occur. It is 
certainly a great deal more common to find psoriasis involving these sites. For 
these reasons and because of the clinical appearance of the eruption I believe that 
this case will turn out to be one of atypical psoriasis. 


Dr. FrEp Wise: The idea that some forms of parapsoriasis do not disappear 
with treatment must be altered. A friend of mine who has great confidence in 
ultraviolet treatment exposed a patient with generalized parapsoriasis guttata to 
ultraviolet rays. The lesions disappeared without leaving a trace but promptly 
recurred in three months. The condition responds to ultraviolet rays and to 
sunlight but usually recurs promptly after treatment is stopped. 

Dr. Howarp Fox: Regarding the effect of ultraviolet rays, I should mention 
the fact that Dr. Chipman of San Francisco treated three patients with each of 
the three types of parapsoriasis with ultraviolet rays. Following this treatment the 
eruption disappeared in each case, but subsequently returned. 

Dr. W. J. HicgumMan: I think that one is led astray by one’s preconception 
of what parapsoriasis looks like under the microscope. When an inflammatory 
lesion of the skin does not properly conform to the conventional picture of a 
psoriasiform type of dermatitis one is justified by negative evidence to conclude 
that its particular classification is parapsoriasis. That is one way of arriving at 
deductions. Typical cases have a fairly distinct picture, and perhaps, within limits, 
one can rely on that picture to guide one, but I do not think that a histologic diag- 
nosis can invariably be made. Clinically, this case does not look like parapsoriasis 
in spite of the histologic report. 

Dr. R. H. Rutison: I have seen the patient before and consider the case 
an extraordinary one. I suggested parapsoriasis. I admit that the condition is 
atypical. 

Dr. H. J. Scuwartz: I cannot add anything to the discussion, which has 
touched on all the points that have been considered at the hospital. The best 
diagnosis we could arrive at was atypical parapsoriasis. Dr. Highman’s suggestion 
that other biopsies be performed is an excellent one; we shall carry it out and 
make a report later. 





Directory of Dermatologic Societies * 


FOREIGN 
British ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
Alberic Marin, President, Drummond Medical Bldg., Montreal. 
Antonio Sabetta, Secretary-Treasurer, 3435 St. Denis St., Montreal. 
Place: Hamilton, Ontario. Time: 1934. 
RoyaLt Society oF MeEpIcINE, SECTION oF DERMATOLOGY 


A. M. H. Gray, President, 30 New Cavendish St., W. 1, London. 
W. N. Goldsmith, Secretary, 6, Upper Wimpole St., W. 1, London. 


NATIONAL DERMATOLOGIC SOCIETIES 
AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


C. Guy Lane, Chairman, 416 Marlboro St., Boston. 
Harry R. Foerster, Secretary, 208 E. Wisconsin Ave., Milwaukee. 
Place: Cleveland. Time: June 11-15, 1934. 

AMERICAN DERMATOLOGICAL ASSOCIATION 


Fred Wise, President, 200 W. 59th St., New York. 
W. H. Guy, Secretary, 500 Penn Ave., Pittsburgh. 


SECTIONAL DERMATOLOGIC SOCIETIES 
BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Harry M. Robinson, President, 106 E. Chase St., Baltimore. 
M. H. Goodman, Secretary, 401 Medical Arts Bldg., Baltimore. 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Emmett C. Troxell, President, 74 W. Adams St., Detroit. 
William G. Saunders, Secretary, 9203 Grand River Ave., Detroit. 
Place: Pittsburgh. Time: 1933. 


IowA AND WESTERN ILLINOIS DERMATOLOGICAL ASSOCIATION 
J. C. Kessler, President, University Hospital, Iowa City, Iowa. 


Robert E. Jameson, Secretary, 1014 First National Bank Bldg., Davenport, Iowa. 
Place: Iowa City. Time: October 10, 1933. 


New ENGLAND DERMATOLOGICAL SocIETY 
Rudolph Jacoby, President, 270 Commonwealth Ave., Boston. 
J. Harper Blaisdell, Secretary, 5 Bay State Road, Boston. 
Place: Boston. Time: April 11, 1934. 


SouTHERN MeEpIcAt ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Andrew L. Glaze, Chairman, 1928 First Avenue, Birmingham, Ala. 


Dudley C. Smith, Secretary, University, Va. 
Place: Richmond, Va. Time: November 14-17, 1933. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date 
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STATE DERMATOLOGIC SOCIETIES 
FioripA Society OF DERMATOLOGY AND SYPHILOLOGY 
Chairman for each meeting is elected from city in which meeting is held. 


Elmo D. French, Secretary, 602 Huntington Bldg., Miami. 
Place: Jacksonville. Time: July 2, 1934. 


LouIsIANA DERMATOLOGICAL SOcIETY 
J. A. Devron, President, 150 Baronne St., New Orleans. 
M. T. Van Studdiford, Secretary-Treasurer, 912 Pere Marquette Bldg., New 
Orleans. 
MepIcaAL SocreTy OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 
George M. Fisher, Chairman, 264 Genesee St., Utica. 
Frank Combes, Secretary, 80 W. 40th St., New York. 


MeEpDICAL SocrETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 
Stanley Crawford, President, 200, 9th St., Pittsburgh. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
MICHIGAN STATE MepicAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


G. H. Belote, Chairman, 201 S. Main St., Ann Arbor. 
A. R. Woodburne, Secretary, Grand Rapids Clinic, Grand Rapids. 
Place: Grand Rapids. Time: Sept. 12-14, 1933. 


MINNESOTA DERMATOLOGICAL SOCIETY 


E. Z. Shapiro, President, 14 W. Superior St., Duluth. 
D. D. Turnacliff, Secretary, 407 Medical Arts Bldg., Minneapolis. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA DERMATOLOGICAL ASSOCIATION 
W. A. Showman, President, 108 W. 6th St., Tulsa. 
C. L. Brundage, Secretary, 505 Osler Bldg., Oklahoma City. 
TEXAS DERMATOLOGICAL SOCIETY 


Everett C. Fox, President, 1719 Pacific Ave., Dallas. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 


Place: Houston. Time: Fall, 1933. 


LOCAL DERMATOLOGIC SOCIETIES 
ATLANTA DERMATOLOGICAL SOCIETY 
Francis G. Jones, President, 384 Peachtree St., Atlanta, Ga. 
Charles A. Wilkins, Secretary, Medical Arts Bldg., Atlanta, Ga. 
Bronx DERMATOLOGICAL SOcIETY 
Samuel Feldman, Chairman, 1955 Grand Concourse, New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
BrRoOKLYN DERMATOLOGICAL SOCIETY 


Louis J. Frank, President, 1367 Eastern Parkway, Brooklyn. 
George F. Price, Secretary, 884 Lincoln Place, Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BuFFALO DERMATOLOGICAL SOCIETY 


Joseph Brumberg, President, 528 Delaware Ave., Buffalo. 
William F. Hoover, Secretary, 333 Linwood Ave., Buffalo. 
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CuicaGo DERMATOLOGICAL SOCIETY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Max Wien, Secretary, 104 S. Michigan Ave., Chicago. 
CINCINNATI DERMATOLOGICAL SOCIETY 


Harry L. Claassen, President, Provident Bank Bldg., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 
S. Littman, President, 10515 Carnegie Ave., Cleveland. 
H. G. Miskjian, Secretary, 856 Rose Bldg., Cleveland. 


DetrRoIT DERMATOLOGICAL SOCIETY 


H. L. Keim, President, 10 Witherell St., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Stanley O. Chambers, Chairman, 727 W. 7th St., Los Angeles. 
Nelson P. Anderson, Secretary, 2007 Wilshire Blvd., Los Angeles. 


MANHATTAN DERMATOLOGIC SOCIETY 


Howard Fox, Chairman, 140 E. 54th St., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


J. F. Burgess, President, Drummond Medical Bldg., Montreal, Canada. 
B. Usher, Secretary-Treasurer, 1538 Sherbrooke St., W., Montreal, Canada. 


New YorK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Leo Spiegel, Chairman, 241 W. 100th St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 


NEw YoRK DERMATOLOGICAL SOCIETY 
Edward R. Maloney, President, 853 7th Ave., New York. 
R. H. Rulison, Secretary, 145 E. 54th St., New York. 
OmAHA DERMATOLOGICAL SOCIETY 
Alfred Schalek, Chairman, 721 Medical Arts Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 
Jacques P. Guequierre, Chairman, 1930 Chestnut St., Philadelphia. 
Robert L. Gilman, Secretary, 1930 Chestnut St., Philadelphia. 
PITTSBURGH DERMATOLOGICAL SOCIETY 
Frederick Amshel, Chairman, 3401 5th Ave., Pittsburgh. 
Bernhard Goldmann, Secretary, Jenkin’s Arcade, Pittsburgh. 
St. Lovurs DERMATOLOGICAL SOCIETY 
Richard S. Weiss, President, 3720 Washington Blvd., St. Louis. 
M. F. Engman, Jr., Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
San Francisco DERMATOLOGICAL SOCIETY 


Ernest K. Stratton, President, 490 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





